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therapy). 
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sants.  Withdrawal  symptoms  (similar  to  ! 
those  with  barbiturates  and  alcohol)  have  ■ 
occurred  following  abrupt  discontinuance!! 
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CARCINOMA  OF  THE  THYROID 

20  Year  Experience  at  the 
Spartanburg  General  Hospital 


JOHN  E.  BOTTSFORD.  JR.,  M.D.* 
FURMAN  T.  WAFFACE,  M.D.,  F.A.C.S.** 


Uncertainty  continues  over  what  constitutes 
adequate  surgical  resection  for  differentiated 
thyroid  cancer.  The  difficulty  is  that  few  doc- 
tors see  enough  patients  with  thyroid  malig- 
nancy to  obtain  adequate  clinical  experience. 
Although  carcinoma  of  the  thyroid  has  shown 
a rate  of  increase  in  the  last  three  decades, 
the  low  incidence  limits  experience.1,2  In  ad- 
dition, the  clinical  behavior  of  thyroid  cancer 
varies  from  the  slow-growing  papillary  type 
to  the  rapidly  infiltrating  anasplastic  neoplasm. 
With  such  wide  variations  in  biologic  behavior, 
the  study  of  local  practice  and  results  related 
to  studies  of  large  numbers  of  patients  could 
act  as  a future  yardstick.  This  study  of  seventy- 
four  patients  with  primary  malignant  disease 
of  the  thyroid  gland  was  conducted  at  Spartan- 
burg General  Hospital,  Spartanburg,  South 
Carolina.  The  experience  of  twenty  years. 


*Resident  in  General  Surgery.  Spartanburg,  S.C. 

**Associate  Clinical  Professor  of  Surgery.  Medical  Univer- 
sity of  South  Carolina,  Charleston,  S.C.  Department  of 
Surgery,  Spartanburg  General  Hospital.  Spartanburg, 
S.C. 

Read  before  the  27th  Annual  Meeting  of  the  S.C.  Sur- 
gical Society,  June  7,  1975,  Linville,  N.C.  * 

Reprint  requests  to:  John  Bottsford.  Jr..  M.D.,  101  East 
Wood  St.,  Spartanburg,  S.C.  29303 


1955-1975,  is  reviewed  to  compare  with  the 
experience  of  others  to  determine  optimal 
treatment  to  be  used  in  a community  hospital 
for  the  management  of  carcinoma  of  the  thy- 
roid. 

Materials  and  Methods 

All  patients  w ith  a diagnosis  of  carcinoma  of 
the  thyroid  at  Spartanburg  General  Hospital 
from  1955-1975  were  included  in  this  study. 
Charts  were  reviewed  retrospectively  back  to 
the  inception  of  the  Cancer  Registry  in  1955. 

During  this  twenty  years  period,  seventy- 
four  patients  with  thyroid  cancer  were  ad- 
mitted to  the  hospital  for  treatment.  There 
were  3. 1 women  to  1 man  with  malignancy 
(Table  1).  For  those  who  died  of  the  disease, 
the  sex  ratio  of  1.2  women  to  1 man  was  more 
nearly  equal.  Comparing  the  incidence  to  the 
number  of  thyroid  procedures  (1412)  gives  a 
5.2  per  cent  malignancy  rate. 

All  microscopic  slides  were  reviewed  by  the 
department  of  pathology  with  the  diagnosis 
confirmed  or  reassigned. 

Follow  up  was  managed  through  the  Cancer 
Registry.  Information  from  clinic  charts,  doc- 
tors’ offices,  and  telephone  conversations  was 
assembled. 
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TABLE  1. 


TABLE  3. 


Sex  Distribution 

INCIDENCE  DEATHS  Age 


No.  of 
Patients 


Male  18(24%)  9(50%) 

Female  56(76%)  11(19.6%) 

Incidence  Ratio:  Women  3. 1:1.0  Men 
Death  Ratio:  Women  1.2: 1.0  Men 

Results 

C / in  ical  Man  if es  t a t ions 

The  most  common  significant  complaint  was 
a swelling  or  nodule  in  the  neck  (54%)  (Table 
2).  A neck  mass  with  additional  symptoms  of 
hoarseness,  dyspnea,  dysphagia  or  a choking 
sensation  was  present  in  another  27  per  cent 
of  the  patients.  When  those  patients  with  a 
nodule  found  on  physical  examination  are 
included,  all  but  two  of  the  total  patients  are 
noted  to  have  presented  with  a neck  swelling 
or  nodule.  In  51  per  cent  the  diagnosis  of  car- 
cinoma was  suggested  preoperatively;  in  the 
remaining  cases  the  diagnosis  was  established 
at  surgery. 

Age 

Age  distribution  at  the  time  of  diagnosis 
reveals  32  per  cent  were  diagnosed  before  the 
age  of  40  (Table  3).  At  the  time  of  diagnosis, 
the  youngest  was  10  years,  the  oldest  90  years, 
with  an  average  age  of  47. 

All  cases  under  40  were  of  papillary  type 
except  one  follicular  carcinoma  in  a twenty- 
six-year-old  female.  Unexpectedly,  there  were 
as  many  cases  of  papillary  cancer  over  the  age 
of  40  as  under.  Anaplastic  varieties  were  def- 
initely of  older  age  onset. 

Classification 

Classification  of  the  thyroid  cancers  by  his- 
tology was  according  to  Hazard  and  Smith4 
which  has  been  accepted  by  the  American  Thy- 


TABLE  2. 


Mode  of  Presentation 

No. 

Percent 

Neck  swelling  or  nodule 

40 

(54) 

Neck  mass  found  on  physical 

12 

(16) 

Neck  mass  with  hoarseness 

10 

(13.5) 

Neck  mass  with  choking 

7 

( 9.4) 

Neck  mass  with  dysphagia 

2 

( 2.7) 

Neck  mass  with  dyspnea 

1 

( 

1-3) 

Rib  metastasis 

1 

( 

E3) 

Hyperthyroid  (Childhood 
thymic  x-ray) 

1 

( 1.3) 

0-10  1 

11-20  3 

21-30  14 

31-40  6 

4 1 -50  20 

51-60  9 

61-70  12 

71-80  6 

81-90 

TOTAL  74 


roid  Association.  The  four  varieties  are:  !) 
papillary  adenocarcinoma;  2)  follicular  adeno- 
carcinoma; 3)  medullary  adenocarcinoma  or 
solid  adenocarcinoma  with  amyloid  stroma; 
and  4)  anaplastic  adenocarcinoma. 

Papillary  adenocarcinoma  is  the  most  com- 
mon type  of  thyroid  cancer.5  It  is  more  com- 
mon under  age  40.  The  term  includes  all  le- 
sions with  any  papillary  component.  This 
designation  reflects  the  tumor  behavior.  The 
main  microscopic  features  are  papillary  excres- 
cences and  neoplastic  follicles.  It  grows  slowly 
and  spreads  usually  to  the  regional  lymph 
nodes. 

Follicular  adenocarcinoma  is  a more  ag- 
gressive tumor  occurring  in  an  older  age 
group.  The  most  characteristic  microscopic 
feature  is  the  formation  of  small  follicles.6  A 
variant  with  a largely  solid  pattern  is  the 
Hurthle  cell  tumor.1;5  Spread  is  most  often 
via  capsular  and  blood  vessel  invasion. 

Medullary  (solid)  adenocarcinoma  may  be 
familial  or  nonfamilial  and  combined  with 
other  endocrine  pathology.  It  is  microscop- 
ically composed  of  small  round  parafollicular 
cells  with  amyloid  staining  stroma.7  It  invades 
adjacent  structures,  spreads  to  the  regional 
nodes  and  d istally . 5 It  does  not  respond  sig- 
nificantly to  radioiodine,  thyroid  hormone  or 
external  radiation. 

Anaplastic  adenocarcinomas  are  undiffer- 
entiated neoplasms  including  giant  cell  and 
spindle  cell  types  which  are  rapid  growing 
and  fatal.1  They  occur  in  the  usual  cancer  age 
group.  Most  die  within  one  year. 

Using  this  classification  of  seventy-four 
cases  of  thyroid  cancer  treated  from  1955  to 
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1975,  the  cell  types  were:  papillary  66  per  cent, 
follicular  1 1 per  cent,  medullary  5 per  cent, 
and  anaplastic  18  per  cent  (Table  5).  This 
compares  favorably  to  the  Mayo  Clinic  report 
of  1181  cases  with  papillary  62  per  cent,  fol- 
licular 18  per  cent,  medullary  6 per  cent,  and 
anaplastic  14  per  cent.1 

Mortality 

Of  the  seventy-four  patients,  there  were 
twenty-one  (28%)  deaths  to  date.  There  was  no 
surgical  mortality  in  the  patients  operated  for 
thyroid  cancer.  Six  died  of  causes  other  than 
carcinoma  of  the  thyroid.  The  other  fifteen 
died  of  carcinoma  of  the  thyroid.  No  deaths 
occurred  in  any  patient  under  the  age  of  50. 
The  highest  percentage  of  deaths  occurred  in 
patients  with  follicular,  medullary  or  undiffer- 
entiated carcinoma.  From  the  time  of  diag- 
nosis a mean  survival  of  3%  years  was  noted 
for  follicular  cancer  patients,  7.6  months  for 
undifferentiated  carcinoma,  Wi  years  for 
medullary  carcinoma,  with  the  average  sur- 
vival time  for  papillary  carcinoma  patients  5 
years  2.2  months.  Of  all  who  died  the  average 
age  at  diagnosis  was  68.  Tumor  type  in  those 
who  died  was:  papillary,  five  patients;  follicu- 
lar, four  patients;  medullary,  two  patients; 
anaplastic,  ten  patients. 

Procedures 

A variety  of  surgical  procedures  was  per- 
formed over  this  extensive  a period  (Table  6): 
unilateral  and  bilateral  subtotal  thyroidectomy, 
total  lobectomy,  total  lobectomy  and  subtotal 
contralateral  lobe,  and  total  bilateral  lobec- 
tomy. 

Six  patients  received  only  a biopsy  of  the 
neck  mass  to  establish  the  diagnosis.  One  sur- 
gery excised  a carcinoma  in  a thyroglossal 
duct.  Sixteen  patients  received  radical  neck 
dissections,  one  bilateral;  only  two  were  done 


TABLE  5. 

Incidence  & Deaths  Related  to  Histology 


Classification 

Incidence 

Deaths 

Papillary 

49  (66%) 

5 (10%) 

Follicular 

8(11%) 

4 (50%) 

Medullary 

4 ( 5%) 

2 (50%) 

Anaplastic 

13  (18%) 

10(77%) 

TABLE  6. 

Surgical  Procedures 

Subtotal  thyroidectomy 
Unilateral 
+ radical  neck 
Bilateral 
+ radical  neck 
Total  lobectomy 
Unilateral 
+ radical  neck 
Bilateral 
+ radical  neck 
Total  lobe  and  subtotal 
Contralateral  lobe 
+ radical  neck 
Biopsy  neck  mass 
Excision  of  thyroglossal  duct 
TOTAL 


5 

1 

13 


16 

4 

7 

4 

10 

6 

6 

_\_ 
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since  1970.  No  recurrent  laryngeal  nerve  in- 
jury or  permanent  hypoparathyroidism  is  re- 
corded. 

Our  experience  reflects  the  Marshfield 
Clinic  experience8  in  that  our  sampling  is  too 
small  to  determine  which  therapy  or  combin- 
ation therapy  reliably  changes  the  prognosis. 

Discussion 

There  is  general  agreement  among  physi- 
cians on  surgical  removal  of  thyroid  cancer 
as  the  most  effective  form  of  treatment.5 


TABLE  4. 


Age  Related  to  Histology 

0-10  11-20  21-30  31-40  41-50 

51-60 

61-70 

71-80  81- - 

Total 

Papillary 

1 3 13  6 14 

5 

4 

2 1 

49 

Follicular 

1 3 

1 

2 

1 

8 

Medullary 

1 

2 

1 

4 

Anaplastic 

2 

3 

4 

2 2 

13 

TOTAL 

74 
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The  disagreement  surrounds  the  extent  of 
surgery  for  successful  management  of  the  dif- 
ferentiated papillary  and  follicular  varieties. 

The  controversy  is  in  regard  to  the  extent 
of  excision  of  a cancer  primary  to  one  lobe  with 
the  other  lobe  grossly  free  of  tumor.  As  the 
thyroid  gland  is  one  organ  consisting  of  an 
isthmus  connecting  two  lobes,  an  extensive 
network  of  lymphatic  channels  interconnect 
the  two  lobes  across  the  isthmus.5 

A high  frequency  of  minute  cancer  in  the 
opposite  lobe  in  patients  undergoing  total 
thyroidectomy  has  been  reported.  Block  re- 
ports 33  per  cent,9  Underwood,  Ackerman  and 
Eckert  report  32  per  cent,10  Tollefson  reports 
38  per  cent,10  and  in  the  series  of  Clark,  White 
and  Russell,  58  per  cent." 

There  is,  however,  a striking  difference  be- 
tween histologic  observations  and  clinical 
results.  Tocal  recurrence  rate  for  papillary  car- 
cinoma in  the  opposite  lobe  in  patients  under- 
going lobectomy  was  only  7 per  cent  in  the 
series  reported  by  Block,  Kirk  and  Woolner 
and  4.6  per  cent  in  the  series  of  Tollefson.10 
For  follicular  cancer  Tollefson  reports  10  per 
cent.6  These  investigators  concur  with  Crile 
that  the  presence  of  microfoci  of  cancer  does 
not  necessarily  mean  cancer  will  clinically 
develop. 12 

The  added  surgical  risks  of  total  thyroidec- 
tomy include  injury  to  the  recurrent  laryngeal 
nerve  and  the  high  incidence  of  permanent 
hypoparathyroidism. 

The  incidence  of  permanent  hypoparathy- 
roidism with  total  thyroidectomy  is  reported 
from  Henry  Ford  as  9.0  per  cent;9  M.D.  Ander- 
son as  12.8  per  cent;  '9  12  University  of  Mis- 
sissippi Medical  Center  as  26.7  per  cent;13 
and  New  York  Memorial  as  29.0  per  cent.10 
This  is  a serious  complication,  frequently  con- 
trolled with  difficulty. 

Block  and  associates9  suggest  that  leaving 
a small  remnant  of  thyroid  and  omitting  dis- 
section of  the  tracheoesophageal  groove  on 
one  side  should  reduce  the  incidence  of  per- 
manent tetany  without  reducing  cure. 

The  findings  of  Buckwalter  and  Thomas3 
indicate  that  partial  lobectomy  of  the  lobe  with 
the  primary  lesion  is  inadequate  treatment  of 
differentiated  thyroid  carcinoma  with  a recur- 
rence rate  of  19.3  per  cent. 


Chamberlin  and  associates14  scanned  forty- 
five  “totally”  thyroidectomized  patients  for 
residual  postsurgical  tissue.  Only  2 gave  evi- 
dence of  total  absence  of  residual  functioning 
thyroid  tissue.  Remnants  involved  both  poles 
and  posterior  tissue.  Ablation  of  residual  tis- 
sue was  accomplished  with  1131. 

Crile  pointed  out  the  endocrine  dependency 
of  differentiated  thyroid  cancers15  and  the  fav- 
orable response  of  metastases  to  exogenous 
thyroid  feeding  to  suppress  TSH.  Strong  sug- 
gests all  patients  with  thyroid  cancer  should 
receive  thyroid  hormone  suppression  therapy 
postoperatively,5  but  it  is  not  a substitute  for 
adequate  surgical  removal.  Thirty-five  of  our 
seventy-four  patients  (47%)  received  postoper- 
ative thyroid. 

Evidence  increases  that  dependent  type 
tumor  responding  to  thyroid  suppression  may 
develop  autonomy  and  then  best  respond  to 
radioiodine.  It  may  also  change  its  biologic 
state  and  progress  from  a well-differentiated 
state  to  an  undifferentiated  state.  9 5, 16 

1131  is  currently  advocated  for  residual  or 
metastatic- follicular  or  papillary  carcinoma 
after  failure  to  respond  to  dessicated  thyroid. 
Treatment  is  annual  until  free  of  disease  or  no 
uptake  is  demonstrated. 1 15 

External  radiation  is  reserved  for  unre- 
sectable  or  undifferentiated  thyroid  tumors, 
recurrences  and  metastases.2 

In  1970  the  American  Joint  Committee  for 
Cancer  Staging  and  End  Result  Reporting  did 
a statistical  review  of  over  1000  cases  of  thy- 
roid cancer  with  analysis  of  10  to  15  year  sur- 
vivors.17 On  the  basis  of  the  data  the  major 
factor  limiting  survival  was  the  presence  of 
remote  metastases.  The  presence  or  absence 
of  palpable  cervical  lymph  node  metastases 
did  not  influence  survival  except  when  de- 
scribed as  fixed.  Tumors  under  5 cm  in  size 
within  the  gland  had  a very  favorable  progno- 
sis. Tocal  extension  outside  the  thyroid  capsule 
markedly  decreased  survival.  Histologic  type 
had  small  influence  on  survival  except  for  the 
wild  anaplastic  variety. 17 

Our  limited  number  of  patients  reflects 
these  conclusions.  As  noted  in  Table  7 cer- 
vical lymph  node  metastasis  by  itself  did  not 
influence  survival.  Combined  with  local  ex- 
tension and  remote  metastasis  it  apparently 
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TABLE  7. 

Metastasis  & Survival 


Alive 

Dead 

Total 

Local  extension 

2 

8 

10 

Bone 

1 

2 

3 

Lungs 

0 

4 

4 

Skin 

1 

0 

1 

Cervical  nodes 
Cervical  nodes  with 

13 

0 

13 

remote  metastasis 
or  local  extension 

0 

7 

7 

did.  Local  extension  and  remote  metastasis  of 
the  bone  and  lungs  also  influences  survival. 
We  did  not  routinely  measure  the  size  of  the 
lesion  separate  from  the  entire  specimen. 

Conclusions 

Survival  is  decreased  by  the  presence  of 
remote  metastases,  a tumor  greater  than  5 cm 
in  size,  local  extension  outside  the  thyroid  cap- 
sule, the  onset  of  disease  after  the  age  of  50, 
and  anaplasia. 

An  adequate  search  for  metastases  should 
be  done  preoperatively,  if  suspected.  An  extra- 
capsular  total  thyroid  lobectomy  and  isth- 
musectomy  should  be  done  as  the  minimum 
resection  for  a suspicious  lesion  or  solitary 
nodule,  followed  by  a frozen  section  study. 
The  Mason  Clinic2  experience  with  overall 
accuracy  of  frozen. section  of  thyroid  is  97  per 
cent. 

If  the  frozen  section  is  negative  for  malig- 
nancy, no  more  surgery  is  done. 

If  the  frozen  section  is  positive  for  papillary 
or  follicular  thyroid  carcinoma,  and  the  con- 
tralateral lobe  does  not  appear  clinically  in- 
volved, a near  total  intracapsular  lobectomy  is 
adequate  surgery  on  the  contralateral  side.1- 16 
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This  lessens  the  risk  of  accidental  injury  to  the 
recurrent  laryngeal  nerve  and  the  permanent 
tetany  of  hypoparathyroidism.  It  provides  for 
removal  of  multiple  microfoci.  It  reduces  the 
risk  of  transmutation  to  more  aggressive  forms 
and  the  decreased  survival  of  local  extension. 

Total  lobectomy  on  the  contralateral  side 
is  indicated  with  clinical  involvement  of  cancer 
or  when  distal  metastases  are  present  in  fol- 
licular cancer.  This  is  so  radioactive  iodine  can 
be  used  to  treat  the  metastatic  deposits. 

Cervical  lymph  nodes  are  removed  by  mod- 
ified neck  dissection  when  diagnosed. 5 

Current  practice  is  total  thyroidectomy  for 
the  aggressive  medullary  adenocarcinoma  with 
ipsilateral  radical  neck  dissection  for  involved 
nodes.  Bilateral  classical  radical  neck  dissec- 
tion is  practiced  if  bilateral  positive  cervical 
lymph  nodes  are  present.  With  this  diagnosis 
each  patient  should  be  carefully  evaluated  for 
hyperparathyroidism  and  pheochromocytoma 
because  of  frequent  multiple  endocrine  asso- 
ciation. '■ 7-  l8-  19 

Anaplastic  carcinoma  has  no  adequate 
treatment.  The  practice  is  to  excise  as  much 
as  possible  of  the  tumor  to  insure  an  airway, 
without  producing  parathyroid  deficiency  or 
sacrificing  both  recurrent  nerves.20  External 
radiation  may  aid  in  palliation. 

Thyroid  hormones  should  be  given  post- 
operatively  to  all  thyroid  cancer  patients  as  a 
suppression  agent  and  to  treat  the  surgically 
induced  hypothyroidism,5.  I5> 16 

Continuous,  regular,  careful  followup  is 
necessary  the  rest  of  the  patient’s  life. 
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In  recent  times  there  has  been  a noted  in- 
crease in  both  the  demand  for  and  the  avail- 
ability of  cosmetic  surgery.  The  field  is  growing 
rapidly  and  is  being  widely  accepted  by  both 
the  general  public  and  the  medical  profession. 
This  trend  may  be  seen  as  part  of  the  current 
pattern  of  change  in  social  consciousness.  No 
longer  do  patients  conceal  with  shame  their 
cosmetic  procedures  from  friends  and  family 
and  no  longer  must  they  travel  great  distances 
to  have  procedures  performed  by  qualified 
surgeons.  It  seems  inevitable  that  the  recon- 
structive and  cosmetic  surgical  scope  will  con- 
tinue to  expand.  Those  who  still  look  upon 
cosmetic  surgery  with  suspicion  and  disfavor 
are  old  fashioned  and  uninformed. 

While  most  surgical  specialties  continue  to 
exercise  their  training  and  skills  on  various 
other  medical  and  surgical  problems,  most 
plastic,  dermatological,  otolaryngological,  oral 
and  general  surgeons  are  finding  their  judg- 
ment, technical  skills,  and  psychological  skills 
tested  by  the  ever  increasing  demand  and 
scope  of  cosmetic  and  reconstructive  surgery. 
The  safety  of  modern  surgery  and  anesthesia 
has  reduced  the  risk  factor  to  insignificance, 
so  that  earlier  objections  based  on  the  assump- 
tion of  undue  danger  are  no  longer  justified.1 
It  behooves  us  all  to  attempt  to  understand  all 
we  can  about  these  patients  and  their  defects. 


*Chief  Resident 

**Chief 

Division  of  Plastic  and  Maxillofacial  Surgery,  Medical  Uni- 
versity of  South  Carolina,  80  Barre  St.,  Charleston,  S.  C. 
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not  only  to  perfect  our  knowledge  and  tech- 
niques, but  also  to  learn  something  about  the 
personality  and  psychology  of  the  patients  who 
are  now  being  routinely  seen  in  day  to  day  of- 
fice practice. 

Modern  cosmetic  surgery  is  frequently  mis- 
understood by  professionals  such  as  physi- 
cians, nurses  and  paramedical,  as  well  as  by 
the  lay  public.  The  word  “cosmetic”  immedi- 
ately brings  to  mind  vanity,  but  this  is  mis- 
leading to  some  extent.  The  broad  plastic 
surgical  field  also  includes  correction  of  con- 
genital deformities  such  as  cleft  lip  and  palate 
and  deformed  ears,  reconstruction  of  traumatic 
defects  such  as  burns  and  accidents,  and  sur- 
gically created  defects,  all  of  which  require 
repair  for  physical  and  psychological  well- 
being. 

Recently,  the  AMA  House  of  Delegates 
approved  an  official  AMA  definition  of  Cos- 
metic Surgery,  “intended  to  end  confusion 
among  physicians,  insurance  firms,  and  the 
public.”2  The  definition  adopted  for  cosmetic 
surgery  is  as  follows:  “That  surgery  which  is 
done  to  revise  or  change  the  texture,  configura- 
tion, or  relationship  of  contiguous  structures  of 
any  feature  of  the  human  body  which  would  be 
considered  by  the  average  prudent  observer 
to  be  within  the  broad  range  of  ‘normal’  and 
acceptable  variation  for  age  and  ethnic  origin; 
and,  in  addition,  is  performed  for  a condition 
which  is  judged  by  competent  medical  opinion 
to  be  without  potential  for  jeopardy  to  physical 
or  mental  health.”  Scientific  research  findings 
on  the  social  and  psychological  consequences 
of  facial  disfigurement  show  that  stereotypes. 
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mostly  negative  or  stigmatic,  about  the  person- 
ality or  character  of  a person  with  a receding 
chin,  hook-nose,  or  cauliflower  ears  can  ad- 
versely effect  his  mental  health  and  his 
chances  for  success  in  life.3  The  correction  of 
many  of  these  deformities  tests  the  best  judg- 
ment in  choosing  and  performing  an  operation 
designed  to  solve  these  complex  problems  of 
human  personality  and  disease.  The  personal- 
ity and  psychology  of  the  patient,  with  his 
response  to  his  deformity,  must  be  evaluated, 
understood  and  treated  by  the  general  or 
family  physician,  nurses,  paramedical  and 
all  others  who  come  into  contact  with  the  pa- 
tient, as  well  as  the  operating  surgeon.  A pa- 
tient with  a gunshot  wound  to  the  abdomen  has 
no  choice  regarding  an  operation.  A patient 
with  an  inferiority  complex  and  protruding 
ears,  who  is  teased  and  discriminated  against, 
poses  a much  more  complicated  problem. 
What  may  be  seen  as  a trivial  impediment  of 
beauty  to  one  person  may  seem  like  a bizarre 
deformity  to  another  personality.  An  extreme 
amount  of  vanity  is  certainly  an  unproductive 
preoccupation;  nevertheless,  the  human 
animal  is,  has  always  been,  and  will  always  be 
vain.  Fads  in  dress,  hair  style,  wigs,  eyeglasses, 
orthodontics,  toothpastes,  deodorants,  make- 
ups, etc.,  attest  to  the  value  our  society  places 
on  vanity.  Much  of  this  esthetic  surgery  some- 
times is  contraindicated,  and  surgical  judg- 
ment plays  an  important  role.  Careful  selec- 
tion of  patients  based  on  sound  judgment  of 
what  can  and  cannot  be  achieved  by  the  pro- 
posed surgical  technique  plays  a vital  role.  In 
this  judgment,  we  in  the  medical  field  must 
remember  that  all  surgery  has  one  of  two  ob- 
jectives: to  save  a life,  or  to  relieve  suffering. 

On  any  surgical  service,  the  former  goal  far 
outweighs  the  latter.  Unlike  other  forms  of 
surgery,  where  the  advisability  of  surgery  is 
based  on  clinical  and  laboratory  findings,  cos- 
metic surgery  is  grounded  on  such  intangibles 
as  emotion  and  personality  traits.  Cosmetic 
surgery  is  nothing  more  or  less  than  a series 
of  techniques  to  relieve  suffering,  to  correct  a 
deformity  or  irregularity  that  is  important  in 
the  patient’s  mind  and  that  causes  mental 
suffering,  if  not  physical  pain.  Preoccupation 
with  a physical  imperfection,  real  or  imaginary, 
important  enough  to  bring  a patient  to  the 
operating  table  is  no  small  matter. 
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There  are  some  economic  necessities,  too, 
in  our  modern  society,  especially  in  the  pres- 
sure to  look  younger  and  more  energetic  in 
order  to  compete  in  the  job  market.  We  are 
now  able  to  prolong  good  health  for  much 
longer  periods,  and  older  men  and  women  are 
being  encouraged  to  continue  in  their  accus- 
tomed activities.  There  has  been  a consider- 
able upward  shift  in  the  age  structure  of  our 
population.  The  percentage  of  persons  over 
45  years  has  increased  yearly  since  before 
1930,  and  the  over  65  years  age  group  is  in- 
creasing while  this  age  group’s  general  health 
now  allows  them  to  remain  in  the  job  market.4 
One  must  remember  that  biologic  and  chrono- 
logic age  are  usually  not  identical,  and  while 
a person  age  65  may  have  markedly  wrinkled 
skin,  his  or  her  brain  and  body  might  be  func- 
tioning better  than  many  people  aged  45  or 
younger.  Often  the  acceleration  of  the  aging 
process  over  takes  the  skin  of  persons  who  are 
still  vigorous  and  productive  but  whose  em- 
ployment demands  esthetic  as  well  as  occupa- 
tional adequacy.  These  unfortunates,  because 
of  their  aged  appearances,  are  denied  the  priv- 
ilege of  pursuing  the  only  career  for  which 
they  have  special  skills  and  training.  There 
are  also  those  who  would  like  to  continue  work 
in  other  fields  and  seek  re-employment,  but 
they  are  handicapped  by  their  physical  appear- 
ance because  industry  gives  preference  to 
younger  appearing  applicants.  If  these  persons 
can  be  made  employable,  occupationally  ac- 
ceptable, not  only  will  their  mental  outlook  be 
improved,  but  also  the  tax  on  the  public  trea- 
sury will  be  reduced. 

A final  and  very  important  consideration  is, 
that  from  a psychological  and  sociological 
standpoint,  advancing  age  demands  many 
readjustments.  The  inability  to  make  these 
readjustments  may  result  in  emotional  con- 
flicts. Senescence  engenders  fear  of  purpose- 
less existence,  insecurity  and  a loss  of  social 
respect.  If  some  of  the  stigmas  of  involution 
can  be  removed,  much  may  be  accomplished 
to  restore  self-confidence  and  give  the  person 
the  feeling  that,  although  he  is  at  somewhat  of 
a disadvantage  because  of  his  age,  he  is  still 
part  of  the  world  of  affairs  and  able  to  partic- 
ipate in  social  and  community  life. 

Aside  from  the  economic,  psychological  and 
sociologic  aspects,  the  purely  esthetic  indica- 
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tion  for  the  operation  cannot  be  ignored.  As 
long  as  society  places  a high  premium  on 
youthful  and  handsome  appearance,  and  as 
long  as  human  nature  discriminates  against 
those  who  are  not  esthetically  “adequate,” 
then  the  medical  field  should  continue  in  its 
search  for  ways  and  means  to  help  those  who 
have  defects.  They  are  entitled  to  our  sym- 
pathetic consideration.  It  is  for  science  not 
only  to  add  years  to  life  but,  more  important, 
to  add  life  to  the  years.2 
Summary 

Cosmetic  surgery  is  frequently  misunder- 
stood by  both  the  professional  and  the  lay  pub- 
lic. Certainly,  cosmetic  surgery  is  elective  and 
its  possible  achievements  should  be  clearly 
understood  by  both  the  patient  and  physician, 
but,  the  motivations  of  patients  seeking  cos- 
metic surgery  must  not  be  lightly  dismissed 
as  pure  vanity.  Often  there  are  psychological, 
emotional,  personal  and  economic  reasons 
which  require  greater  than  the  usual  amount 
of  compassionate  understanding  on  the  part 
of  those  who  are  confronted  with  these  pa- 
tients. □ 
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A 79-vear-old  white  woman  was  discovered  to  have  a 
large  right  upper  abdominal  mass  during  a routine  phy- 
sical examination.  No  symptoms  had  been  noted  other  than 
a mild  diarrhea  of  a few  days  duration  one  week  prior  to 
examination.  Three  months  ago  she  had  had  a mild  viral 
respiratory  infection  and  subsequently  an  episode  of  mild 
enteritis.  She  had  lost  9 pounds  in  the  last  6 months. 

Mild  hypertension  and  obesity  had  been  present  for 
many  years.  She  was  taking  Ismelin  10  mgs.  daily,  Butaser- 
pazide  I tab  daily,  and  Feosol  spansules.  The  patient  had 
had  influenza  in  the  1918  pandemic.  An  endometrial  biop- 
sy had  been  performed  at  age  48. 

Physical  examination  revealed  a blood  pressure  of  170/ 
90  with  a pulse  of  84.  Early  lenticular  opacities  were  pres- 
ent. The  chest  was  clear  to  percussion  and  auscultation. 
There  was  no  cardiomegaly.  A normal  sinus  rhythm  was 
present  without  murmurs.  The  most  pertinent  finding  was 
the  presence  of  a large  non-tender  mass  which  filled  the 
upper  abdomen  with  the  edge  nearly  to  the  umbilicus. 
The  edge  was  smooth  and  felt  like  liver. 

The  hemogram  showed  a Hgb  of  12.9  gms,  erythrocytes 
4.03  million,  hematocrit  40  per  cent.  The  white  cell  count 
was  10,940  with  77  per  cent  neutrophiles.  Urinalysis 
showed  4-6  leucocytes  per  high  power  field.  Sedimenta- 
tion rate  was  41  The  lactic  dehydrogenase  (LDH)  was 
326  U,  the  glutamic  oxalacetic  transaminase  (SCOT)  4. 
Bilirubin  was  0.6  mgs.  The  BSP  (sulfobromphthalein) 
test  showed  13.6  per  cent  retention  at  45  minutes.  Electro- 
cardiogram demonstrated  ST  depression  in  leads  V-2, 
3,  4,  5. 

A gastro-intestinal  series  demonstrated  a grapefruit 
sized  mass  inferior  to  the  hepatic  flexure  and  not  in- 
volving the  colon.  Some  distortion  of  the  wall  of  the  prox- 
imal ileum  was  suggested  initially,  but  a small  bowel 
series  demonstrated  no  abnormality. 


A large  hiatal  hernia  and  a Zenker’s  diverticulum  of  the 
cervical  esophagus  was  noted.  Diverticula  of  the  sigmoid 
colon  were  also  present. 

Second  Admission: 

One  monthdater  she  was  admitted  to  a hospital  for  ex- 
ploratory laparotomy.  The  mass  had  not  appreciably  in- 
creased in  size.  The  hemogram  was  unchanged.  The  urine 
showed  1+  albumin.  The  blood  sugar  was  107  mgs.  Elec- 
trolytes, urea  nitrogen  and  alkaline  phosphatase  were  all 
normal.  Stool  for  ova  and  parasites  was  negative.  An  in- 
travenous pvelogram  demonstrated  norma!  excretion,  but 
a poorly  defined  mass  in  the  right  mid  to  lower  abdomen 
produced  some  pressure  on  the  right  ureter. 

Two  days  after  admission  an  exploratory  laparotomy 
was  undertaken.  The  right  upper  quadrant  mass  was  made 
up  of  many  loops  of  small  bowel  drawn  together  by  a fore- 
shortened mesentery,  particularly  involving  the  jejunum. 
This  process  extended  into  the  sigmoid  mesentery.  There 
was  also  a 10  x 4 x 6 cm  similar  mass  extending  from  the 
promontory  of  the  sacrum  and  involving  the  retroperito- 
neal fat  with  firm  adhesive  attachments  to  the  pelvic  or- 
gans. A biopsy  of  the  jejunal  mesentery  demonstrated  non- 
specific chronic  and  subacute  mesenteric  panniculitis. 
A portion  of  thickened  mesentery  was  removed,  approx- 
imately 4 x 2 cm  in  size,  containing  several  representative 
nodes  and  blood  vessels  and  showed  the  same  process.  A 
very  small  amount  of  free  serous  fluid  was  present  in  the 
peritoneal  cavity.  There  was  vascular  congestion  of  the 
small  bowel.  The  lymph  nodes  throughout  were  indurated 
but  small.  All  of  the  large  bowel  could  not  be  clearly  seen, 
but  diverticula  were  present  about  the  sigmoid  with  some 
focal  induration.  The  inferior  vena  cava  was  slightly  com- 
pressed by  the  bulk  of  the  mass  but  not  obstructed.  The 
pancreas  felt  normal.  The  gallbladder  was  packed  with 
stones,  with  impaction  of  a stone  in  the  infundibulum.  The 
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common  bile  duct  appeared  normal.  The  liver  was  not  in- 
volved. There  was  some  duskiness  to  the  bowel  at  the  com- 
pletion of  the  procedure  but  was  otherwise  normal.  Motion 
was  normal  with  proper  peristalsis  on  compression.  It 
was  not  felt  a surgical  approach  to  the  gallbladder  was 
indicated  at  this  time. 

The  post-operative  course  was  uncomplicated.  The  in- 
cision healed  well.  There  was  occasional  mild  diarrhea. 
The  mass  increased  in  size  very  slowly  but  caused  no  symp- 
toms. There  was  no  weight  gain.  A brief  episode  of  slur- 
ring of  speech  with  weakness  and  instability  of  gait  oc- 
curred one  month  after  discharge.  The  left  carotid  was 
stiff.  No  bruit  was  heard.  The  pulse  over  the  right  carotid 
was  weak. 

Eight  months  after  discharge  she  was  readmitted  in 
shock.  Three  days  prior  to  this  admission  the  patient  had 
the  onset  of  abdominal  pain  which  was  generalized.  The 
family  had  had  a viral  enteritis  and  the  pain  was  attributed 
to  this.  However,  the  pain  increased  and  one  day  prior  to 
admission  she  had  profuse  clammy  sweats.  During  the 
evening  prior  to  admission,  pain  in  the  right  shoulder  pos- 
teriorly had  persisted  for  some  two  hours.  Nausea  and 
vomiting  in  small  amounts  had  occurred.  There  had  been 
no  diarrhea.  She  had  had  no  bowel  movements  for  36 
hours  prior  to  admission  despite  the  administration  of 
enemas  and  laxatives.  On  examination  she  was  cold, 
cyanotic  and  without  obtainable  blood  pressure.  However, 
she  was  conscious  and  in  contact  with  her  surroundings. 
There  was  no  evidence  of  central  nervous  system  deficit. 
Heart  sounds  were  distant  but  regular  at  about  88  per 
minute.  The  lungs  were  clear  to  percussion  and  ausculta- 
tion. The  abdomen  was  distended  but  peristalsis  was  con- 
sidered to  be  active.  A large,  firm,  slightly  tender  mass 
occupied  the  abdomen  to  the  right  and  above  the  umbili- 
cus. Chest  x-ray  film  demonstrated  clear  lungs,  cardio- 
megaly  with  probable  left  ventricular  hypertrophy,  and  a 
large  hiatal  hernia.  An  electrocardiogram  showed  low- 
voltage  but  no  sign  of  recent  infarction.  The  temperature 
was  99.6°  F.  rectally.  Laboratory  values  revealed  a hemo- 
globin of  13  gms,  an  hematocrit  of  40  per  cent,  white  cell 
count  of  8,100  with  59  per  cent  neutrophiles.  The  amylase 
was  16  units.  Supportive  therapy  included  fluids  and  oxy- 
gen vasopressors  but  death  occured  four  hours  alter  ad- 
mission. 

Dr.  O'Brien:  We  are  presented  with  a 79- 

year-old  white  woman  who  was  discovered  to 
have  a large  right  abdominal  mass  on  a routine 
physical  examination.  The  symptomatology  is 
minimal  with  minor  weight  loss  to  which  it  is 
difficult  to  pay  much  attention.  We  know  that 
she  is  elderly,  that  she  has  a mass  in  her  ab- 
domen and  that  it  may  or  may  not  be  the  caus- 
ative factor  for  some  mild  dysfunction  of  the 
digestive  tract.  She  has  had  mild  hypertension 
and  obesity  for  many  years.  Medications  com- 
monly used  for  the  control  of  hypertension  had 
been  utilized  which,  from  the  blood  pressure 
recorded,  were  either  very  successful  or  pos- 
sibly indicate  that  a patient  of  this  age  didn't 
need  much  medication.  Cardiovascular  status 


seems  reasonably  robust  from  the  physical 
signs.  The  physical  examination  is  essentially 
negative  except  for  a large  non-tender  mass 
which  filled  the  upper  abdomen  with  the  edge 
nearly  to  the  umbilicus.  The  edge  was  smooth 
and  felt  like  liver.  Now  this  woman  is  obese. 
Everyone  who  examined  this  lady  is  quite 
specific  about  this  mass  which  means  that  it 
had  to  be  of  very  consequential  size.  On  the 
other  hand  there  is  trivial  weight  loss  and 
borderline  dysfunction  of  the  gastrointestinal 
tract.  What  type  of  a mass  is  going  to  be  so 
obvious,  so  huge  and  yet  apparently  of  such  a 
minor  threat  to  this  elderly  woman’s  vitality? 
Sometimes  it  is  difficult  to  ascertain  whether 
an  upper  abdominal  mass  moves  with  respira- 
tion. but  most  of  the  time  one  can.  In  at- 
tempting to  distinguish  between  a separate 
mass  in  the  abdomen  and  enlargement  of  the 
liver  if  you  have  the  patient  make  maximal 
respiratory  efforts,  remembering  that  the  liver 
is  firmly  attached  to  the  diaphragm,  the  mo- 
tion of  the  mass  in  sympathy  with  ventilation, 
you  can  usually  sort  out  the  masses  intrinsic 
and  or  rigidly  fixed  to  the  liver  and  those 
masses  which  are  separate  and  discrete  from 
the  liver.  The  laboratory  values  we  have  do  not 
supply  a lot  of  information.  The  findings  which 
seem  to  me  to  be  the  most  markedly  elevated 
were  the  two  most  sensitive  and  non-specific, 
namely  the  BSP  test  and  the  sedimentation 
rate,  but  these  data  are  really  not  discon- 
certing. Obviously  if  we  are  presented  with  a 
mass  in  an  older  woman  which  is  asymptom- 
atic we  have  to  think  of  neoplasia  and  initially 
I am  very  much  concerned  with  cancer  of  the 
ovary.  I am  also  going  to  be  very  much  con- 
cerned with  lymphosarcoma  and  leiomyosar- 
coma after  our  radiology  colleagues  have  ruled 
out  a primary  carcinoma  of  the  gut.  The  gastro- 
intestinal series  demonstrates  a mass  of  grape- 
fruit size  inferior  to  the  hepatic  flexure  and  not 
involving  the  colon.  A small  bowel  series  dem- 
onstrated no  abnormality.  There  is  no  mention 
of  blood  in  the  stool,  no  iron  deficiency  anemia, 
and  no  evidence  of  hidden  blood  loss.  We  have 
a normal  gastro-intestinal  series  with  no  con- 
cern about  wanting  it  repeated.  We  therefore 
accept  the  premise  that  the  lining  of  the  gut 
was  free  of  any  disease  process.  It  appears 
then  that  we  have  a mass  in  or  involving  the 
mesocolon.  As  I mentioned,  cancer  of  the 
ovary,  lymphoma  and  leiomyosarcoma  would 
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be  paramount  concerns.  None  of  these  will  get 
better.  They  will  continue  to  grow  and  expand. 
Appropriate  ameliorative  therapy  in  the  form 
of  surgery,  radiation  or  alkylating  agents  could 
keep  this  aged  lady  quite  comfortable  for  a 
period  of  time,  particularly  a woman  who,  for 
her  age,  seems  to  be  in  quite  robust  health  and 
on  the  life  actuarial  scales  would  be  looking  at 
some  five  more  years  of  living.  Therefore,  I 
think  it  was  appropriate  that  the  responsible 
private  physician-surgeon  team  felt  that  this 
patient  should  undergo  exploratory  laparotomy 
in  order  to  procure  a definitive  tissue  diagnosis. 
On  readmission  we  are  reassured  that  we  are 
not  losing  hemoglobin  from  some  obscure 
primary  source  either  in  a colonic  flexure  or 
the  cecum.  An  intravenous  pyelogram  confirms 
a non-specific  mass  in  the  right  mid  to  lower 
abdomen  that  we  know  to  be  present  from 
physical  examination  and  the  barium  enema. 
This  mass  apparently  is  producing  pressure  on 
the  ureter  but  no  displacement  or  constriction 
so  that  the  mass  does  not  appear  to  be  a retro- 
peritoneal affair,  such  as  retroperitoneal  fibro- 
sis. At  exploratory  laparotomy,  the  right  upper 
quadrant  mass  was  made  up  of  many  loops  of 
small  bowel,  particularly  jejunum  drawn  to- 
gether by  a foreshortened  mesentery.  This  is 
a little  bizarre.  It  is  true  that  a liposarcoma, 
something  we  have  not  considered  previously, 
can  obstruct  the  ureter  but  most  of  the  time  it 
will  push  the  bowel  out  of  the  way.  It  is  pecu- 
liar that  a liposarcoma,  or  other  sarcomas,  is 
entrapping  loops  of  bowel  and  drawing  them 
together  with  its  progressive  growth.  A biopsy 
supplies  the  diagnosis  of  subacute  mesenteric 
panniculitis.  On  first  reading  you  could  assume 
that  this  is  not  a specific  entity  but  simply 
descriptive.  Actually  it  is  a specific  pathologic 
entity.  Crane  in  1955  first  wrote  of  mesenteric 
panniculitis,  a peculiar  non-specific  inflamma- 
tion of  fat  which  has  a tendency  to  encroach 
upon  the  bowel  and  produce  symptoms  that  are 
similar  to  obstruction  from  some  neoplastic 
mass.  Actually  Jura  had  some  time  previously 
written  concerning  retractile  mesenteritis 
which  appears  to  be  another  name  for  the  same 
process.  This  particular  disease  entity  to  the 
best  of  my  information  is  well  tolerated.  It 
can  on  occasion  cause  pain,  produce  an  ab- 
dominal mass  and  give  certain  patients  alter- 
nating diarrhea  and  constipation,  but  in  gen- 
eral, panniculitis  is  seldom  the  primary  cause 


of  death.  All  of  the  large  bowel  could  be  clearly 
seen  and  the  diverticula  observed  on  the  pre- 
vious barium  studies  are  confirmed  with  some 
focal  induration  which  suggests  the  possibility 
of  diverticulitis.  There  was  some  duskiness  of 
the  bowel  at  completion  of  the  procedure  but 
there  was  good  color  and  temperature  of  the 
bowel.  Now  this  observation  gives  us  concern. 
Duskiness  of  the  bowel  in  the  face  of  compe- 
tent anesthesia  and  no  described  blood  loss, 
poses  the  question,  why  should  the  bowel  be 
dusky?  It  was  not  felt  that  a surgical  approach 
to  the  gallbladder  was  indicated.  I think  that 
is  a decision,  in  the  sense  of  cholecystectomy, 
with  which  I would  profoundly  agree.  I do  dis- 
agree somewhat  in  as  to  how  this  problem  was 
managed.  Compound  procedures  in  general 
are  bad  and  one  should  try  to  keep  the  surgical 
procedure  directed  towards  curing  the  problem 
for  which  the  operation  is  designed.  When  a 
gallbladder  is  packed  with  stones  and  you  feel 
a cholecystectomy  is  inappropriate,  except 
possibly  in  well  conditioned  younger  patients, 
I do  believe  that  one  or  the  other  of  two  pro- 
cedures might  help  considerably  in  the  post- 
operative period  when  a complicating  chole- 
cystitis in  a woman  of  this  age  can  present  a 
real  threat  and  be  hard  to  distinguish  from 
wound  pain,  ileus  or  other  post-operative  com- 
plications. The  gallbladder  can  be  opened, 
and  the  stones  removed.  You  can  either  suture 
the  gallbladder  or  one  can  leave  a tube  in  the 
gallbladder  as  a cholecystostomy.  Acute  chole- 
cystitis triggered  by  any  episode  of  dehydration 
can  become  a lethal  complication  in  the  post- 
operative period.  In  this  instance  the  post- 
operative course  was  uncomplicated.  Occa- 
sional mild  diarrhea  was  experienced  and  the 
mass  increased  very  slowly  in  size.  A brief 
episode  of  slurring  of  speech  with  weakness 
and  instability  occurred  one  month  after  dis- 
charge. The  left  carotid  was  stiff  without  bruit. 
This  rekindles  our  interest  in  the  discoloration 
of  the  bowel  that  is  very  bothersome.  There  is 
no  reason  for  it.  Competent  anesthesia  and  a 
minimal  surgical  procedure  consisting  of  open- 
ing the  abdomen  and  obtaining  a biopsy  should 
not  produce  a dusky  bowel.  Now  we  have 
documented  that  something  is  wrong  with  the 
carotid  arteries  and  evidence  of  some  type  of 
cerebral  insufficiency.  We  assume  that  it  is 
cerebral  hypoxia  because  of  a poor  set  of  con- 
duits, namely  atheromatous  plaques  in  the 
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carotid  arteries.  We  know  that  in  90  per  cent 
of  individuals  the  vascular  tree  may  be  quite 
good  with  isolated  plaques  at  such  sites  as  the 
bifurcation  of  aorta,  renal  and  mesenteric 
artery  take-offs  or  bifurcation  of  the  carotids. 
Unfortunately  when  we  get  up  around  79  or  80 
we  have  to  be  concerned  that  there  is  a much 
greater  percentage  of  blood  vessels  involved. 
So  we  have  a problem  with  the  carotid  arteries 
and  a discoloration  of  the  bowel  at  surgery. 
The  first  may  provide  a clue  as  to  the  cause  of 
the  second  observation.  The  patient  is  dis- 
charged and  she  is  readmitted  in  shock.  The 
type  of  shock  is  unspecified  but  1 assume  it  is 
hypovolemic  whose  origin  we  will  have  to  try 
and  solve.  Three  days  prior  to  admission  she 
had  the  onset  of  generalized  abdominal  pain. 
Abdominal  pain  of  sudden  onset  and  gener- 
alized followed  by  presumptive  hypovolemic 
shock  secondary  to  sequestration  of  extracel- 
lular fluids  due  to  gross  contamination  of  the 
peritoneum  may  be  produced  by  a variety  of 
insults.  The  patient  has  diverticulosis,  she  has 
atheromatous  disease  and  appears  to  be  an 
excellent  candidate  for  bowel  ischemia;  and 
appendicitis  in  the  aged  may  be  bizarre  and 
essentially  without  symptoms.  If  I had  been  the 
receiving  physician  and  this  woman  came  to 
our  emergency  room  I would,  in  the  absence  of 
any  specific  history,  remember  that  the  para- 
mount surgical  disease  in  the  abdomen  is  ap- 
pendicitis and  its  complications,  as  well  as 
keeping  in  mind  that  she  has  diverticulosis  and 
is  a good  candidate  for  perforation.  Then  we 
have  a supposed  viral  enteritis  and  the  pain 
was  attributed  to  this.  The  patient  had  some 
diarrhea  and  constipation  which  may  be  due 
to  the  mesenteric  panniculitis  or  it  may  be  the 
manifestation  of  dysfunction  of  an  intestinal 
tract  that  isn’t  receiving  enought  blood.  I 
would  like  to  have  known  if  this  patient’s  ab- 
dominal discomfort  was  increased  by  a meal. 
One  of  the  few  hints  as  to  the  inadequacy  of 
arterial  input  into  the  intestine  is  so-called 
abdominal  angina.  After  eating  the  pain  has  a 
quite  specific  time  period  of  one  or  two  hours 
when  that  gut  demands  a high  inflow  of  arte- 
rial blood.  Such  information  would  be  very  use- 
ful. The  pain  increased  and  one  day  prior  to 
admission  she  had  profuse  clammy  sweats. 
When  thinking  of  ruptured  diverticulitis  or 
ruptured  appendicitis  after  24  hours  I am  con- 
cerned about  gram  negative  sepsis.  With  gram 


negative  shock  the  patient  is  not  clammy,  but 
is  usually  dry  and  hot.  On  the  evening  prior  to 
admission  there  is  pain  in  the  right  shoulder 
posteriorly  that  persisted  for  two  hours.  She 
has  already  been  sick  for  two  and  a half  days 
and  now  pain  develops  in  the  right  shoulder. 
We  know  the  gallbladder  is  full  of  stones. 
There  are  two  mechanisms  for  such  pain.  A 
distended  gallgladder  may  utilize  afferent 
nerves  from  T-4  through  T-8  and  pain  maybe 
referred  to  the  right  infrascapular  area  or  to 
the  top  of  the  right  shoulder  if  indeed  inflam- 
mation of  the  gallbladder  irritates  the  phrenic 
nerve  which  aborizes  over  the  inferior  surface 
of  the  diaphragm  coming  from  C3,  4 and  5 and 
provides  innervation  over  the  shoulder.  This 
is  real  and  definite  and  would  certainly  lead  us 
to  be  concerned  with  cholecystitis  which  is 
easily  precipitated  by  dehydration.  However, 
this  doesn’t  seem  to  have  been  her  initial  com- 
plaint and  we  have  accepted  the  premise  that 
she  has  some  major  challenge  to  her  extracel- 
lular fluids  which  could  have  precipitated 
cholecystitis  as  a secondary  complicating 
event.  She  had  no  bowel  movements  for  36 
hours  prior  to  admission  despite  the  adminis- 
tration of  enemas  and  laxatives.  I am  really 
sure  that  all  of  us  would  love  to  see  enemas  and 
laxatives  themselves  purged  from  our  ther- 
apeutic methods.  They  will  promptly  make  a 
bad  situation  much  worse.  There  is  nothing 
more  dangerous  than  an  enema  or  a laxative  in 
the  acute  abdomen.  My  major  considerations 
are  diverticulitis  with  perforation,  a perforated 
appendicitis  and  a marginal  intestinal  vascular 
supply  due  to  atheromatous  narrowing  of  the 
superior  mesenteric  artery  with  eventual  mes- 
enteric thrombosis.  There  was  no  evidence  of 
central  nervous  system  deficit  and  she  main- 
tained consciousness.  This  eliminates  any  pos- 
sibility of  cerebral  hemorrhage  or  massive 
cerebral  thrombosis.  The  abdomen  was  dis- 
tended and  peristalsis  considered  to  be  active 
which  is  an  interesting  point.  A large  firm, 
slightly  tender  mass  occupied  the  abdomen  on 
the  right  above  the  umbilicus.  I believe  this  is 
the  same  mass  that  we  ascribed  to  panniculitis. 
It  wasn’t  tender  before  and  we  assume  that  it 
became  tender  secondary  to  inflammation  re- 
sulting from  some  gross  insult  to  the  gastro- 
intestinal tract.  Supportive  therapy  was  initi- 
ated but  the  patient  died  before  she  could  be 
made  into  any  reasonable  condition  for  a sec- 


January,  1976 


13 


CLINICO PATHOLOGICAL  CONFERENCE 


ondary  surgical  procedure.  1 believe  that  the 
disease  process  that  carried  off  this  80-year- 
old  woman  is  not  related  to  the  peculiar  inflam- 
mation of  the  mesenteric  fat.  She  was  a can- 
didate for  many  diseases  that  are  highly  lethal 
in  this  age  bracket,  and  the  findings  that  bother 
me  the  most  are  the  duskiness  of  the  bowel  at 
the  previous  operation  for  which  there  was  no 
satisfactory  explanation  and  the  multiple 
points  of  evidence  documenting  atheromatous 
disease  of  major  blood  vessels.  The  abdominal 
pain  and  diarrhea  and  continuing  peristalsis 
in  the  presence  of  an  abdominal  catastrophe  is 
more  commonly  found  when  the  cause  is  vas- 
cular than  when  the  origin  is  septic.  The  epi- 
sode that  led  to  this  patient’s  terminal  event 
began  with  mesenteric  thrombosis  and  com- 
promised arterial  input  with  sequestration  of 
fluid  in  the  gut  that  compromised  the  extracel- 
lular fluid  leading  to  dehydration.  The  patient 
then  developed  cholecystitis.  We  know  the 
stones  were  there.  I think  it  is  the  best  means 
of  accounting  for  the  pain  in  the  right  shoulder 
and  infrascapular  area.  The  patient  was  not 
served  well  with  enemas.  The  patient  needed 
fluids  and  by  the  time  she  came  to  the  hospital 
she  had  grossly  compromised  perfusion  of  vital 
structures  with  an  inadequate  blood  volume 
and  promptly  died.  On  a percentage  point 
basis  I considered  appendicitis  very  seriously 
despite  the  absence  of  leucocytosis  and  despite 
the  usual  clinical  progression  of  appendicitis. 
Appendicitis  in  the  aged  is  a quite  different 
disease  than  it  is  in  the  young.  I thank  Dr. 
Pratt-Thomas  for  the  opportunity  to  test  my- 
self with  this  problem  and  eagerly  await  my 
education  and  correction  in  the  clinical  patho- 
physiology. 

Dr.  Richardson:  1 am  curious  about  the 

sacral  mass.  This  appears  to  be  another  mass 
separate  from  the  mesenteric  one.  It  was  not 
biopsied.  1 think  that  malignant  lymphoma 
would  be  the  most  likely  cause  of  such  a mass. 

Dr.  O’Brien:  The  small  unremarkable  mes- 
enteric lymph  nodes  led  me  away  from  such  a 
possibility.  Furthermore,  sclerosing  retractile 
mesenteritis  or  mesenteric  panniculitis  may  be 
associated  with  retroperitoneal  fibrosis  and  1 
interpreted  the  presacral  mass  as  another  man- 
ifestation of  this  condition,  possibly  histolog- 
ically different,  but  really  a variant  of  the  same 
basic  disease. 


Dr.  Pratt-Thomas:  Dr.  O’Brien  certainly 

found  his  way  to  the  right  church,  but  did  not 
kneel  in  the  right  pew. 

Ihe  Final  Pathological  Diagnoses  are: 
Carcinoid-Islet  Cell  Tumor  of  Pancrease  with 
Metastases  to  Fiver,  Lung,  Eleart,  Thyroid, 
Lymph  Nodes  and  Mesentery  with  Compres- 
sion of  Mesenteric  Artery,  Infarction  and 
Perforation  of  Ileum  with  Generalized  Peri- 
tonitis. Massive  Hiatal  Hernia.  Cholelithiasis. 

There  is  absolutely  no  way  by  which  this 
precise  diagnosis  could  have  been  made  clin- 
ically under  the  circumstances.  The  surgeon 
was  unable  to  reach  the  tumor  through  the 
inseparable,  puckered  mass  of  small  intestine 
so  that  a biopsy  might  be  obtained.  The  tumor 
was  apparently  non-functioning  or  did  not 
produce  hormones  in  sufficient  quantity  to 
produce  clinical  manifestations.  The  recurrent 
mention  of  diarrhea  in  the  clinical  protocol 
makes  the  possibility  of  a potential  diarrheo- 
genic  tumor  attractive,  but  far  from  convincing. 

In  addition  to  the  peritonitis,  there  was  a 
puckered  attenuated  mass  of  small  intestine 
and  mesentery  drawn  together  as  if  by  a purse 
string  and  so  inseparable  and  non-dissectable 
that  the  underlying  cause  could  not  be  immedi- 
ately reached.  This  comprised  the  mass  that 
was  so  apparent  clinically.  It  was  finally  deter- 
mined that  this  mesenteric  and  intestinal  mass 
had  been  produced  by  a tumor  at  the  root  of 
the  mesentery  which  surrounded  the  superior 
mesenteric  artery  and  arborized  about  its  im- 
mediate branches  stimulating  an  intense  des- 
moplastic reaction.  This  compression  com- 
bined with  arteriosclerosis  of  the  mesenteric 
arterial  system  produced  infarction  of  the 
intestine  with  perforation.  Whether  some  form 
of  enteritis  produced  sufficient  edema  and 
venous  engorgement  to  further  curtail  a bor- 
derline vascular  supply  and  result  in  necrosis 
of  the  bowel  is  speculative,  but  there  is  ample 
evidence  that  the  mesenteric  arterial  supply 
was  compromised. 

The  biopsies  of  the  omentum  and  mesentery 
showed  chronic  inflammatory  changes  as 
exemplified  by  collections  of  lymphocytes 
and  some  sclerotic  fibrous  tissue  with  one 
small  lymph  node  in  which  there  was  a xan- 
thogranulomatous component.  In  other  words 
there  was  evidence  of  low-grade  chronic  in- 
flammation, which  the  attending  surgeon 
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found  reassuring,  but  it  was  not  of  the  mag- 
nitude as  described  for  retractile  sclerosing 
mesenteritis.  It  was  all  probably  secondary  to 
the  more  deeply  situated  neoplasm. 

This  neoplasm  assumed  two  histologic  pat- 
terns. One  consisted  of  anastomosing  trabec- 
ulae of  uniform  tumor  cells  which  enveloped 
nerves  and  was  frequently  intimately  related 
to  blood  vessels  (Fig.  1).  In  some  places  the 
neoplasm  evoked  an  impressive  desmoplastic 
reaction.  The  other  pattern  consisted  of  nests 
and  clusters  of  cells  showing  a distinct  glan- 
dular or  tubular  pattern  (Fig.  2).  There  was  a 
well  defined  central  lumen  with  cylindrical 
cells  radiating  toward  the  central  aperture. 
Evidence  of  apparent  secretory  material  was 
present  both  within  the  free  borders  of  the  cells 
as  well  as  in  the  lumens  (Fig.  3),  but  failed  to 
stain  by  a variety  of  methods.  The  nuclei  were 
uniform  and  no  mitoses  were  observed.  In 
spite  of  this  lack  of  demonstrable  activity  the 


Fig.  1.  Trabeculae  of  uniform  tumor  cells  intimately  re- 
lated to  a delicate  fibrovascular  stroma.  Note  incorporation 
of  a nerve  in  the  center.  Hematoxylin  and  Eosin  X 125. 


Fig.  2.  Nodular  clusters  of  neoplastic  cells  showing  glan- 
dular differentiation.  Hematoxylin  and  Eosin  X 100. 


Fig.  3.  Cylindrical  cells  radiating  towards  a central  lumen 
which  apparently  contain  secretory  material  but  which 
fail  to  exhibit  any  specific  staining  qualities.  Hematoxylin 
and  Eosin  X 400. 
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Fig.  4.  Metastatic  focus  within  a Hurthle  cell  adenoma  of 
the  thyroid.  Metastasis  of  one  neoplasm  to  another  is 
unusual.  Hematoxylin  and  Eosin  X 400. 


tumor  was  aggressive  with  metastases  in  the 
liver,  lung,  heart  and  lymph  nodes  as  well  as 
the  mesentery.  There  was  a small  Hurthle  type 
adenoma  in  the  thyroid  which  contained  met- 
astatic deposits  (Fig.  4). 

There  were  multiple  foci  of  the  neoplasm 
throughout  the  pancreas,  none  large,  the  most 
prominent  portion  of  the  tumor  being  the  mass 
within  the  mesentery.  It  may  well  be  asked 
where  was  the  primary?  There  was  no  involve- 
ment of  any  portion  of  the  intestinal  wall. 
Although  extrapancreatic  islet-cell  tumors 
are  well  documented,  it  seems  reasonable  to 
assume  that  the  mesenteric  tumor  represents 
a metastasis. 

The  precise  classification  of  this  lesion  was 
difficult.  The  hsitologic  resemblance  between 
islet-cell  tumors  and  carcinoids  may  be 
striking,  and  differential  staining  procedures 
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may  not  resolve  the  problem  for  reasons  that 
will  be  discussed  subsequently.  Dr.  Spicer, 
please  give  us  your  histochemical  and  ultra- 
structural  observations. 

Dr.  Spicer:  Dr.  O'Brien  has  brought  us  to 

the  right  church,  Dr.  Pratt-Thomas  has  us  in 
the  right  pew  and  apparently  it  is  the  lot  of  the 
histochemist  to  find  the  appropriate  seat 
number  for  this  lesion.  My  experience  with 
pews  tells  me  they  usually  don’t  have  seat 
numbers  and  1 am  not  sure  we  are  going  to  be 
able  to  contribute  a great  deal  toward  the  clas- 
sification of  this  particular  lesion.  We  did  some 
tests  and  what  I say  may  at  least  exemplify  the 
standard  approach  in  attempting  to  classify 
these  lesions  and  indicate  what  might  be  ac- 
complished with  optimal  conditions.  We  are 
dealing  with  the  category  of  cells  classified 
on  the  basis  of  Pearse’s  work  as  belonging  to 
the  APUD  series  which  indicates  the  capacity 
of  these  cells  for  amine  precursor  uptake  and 
decarboxylation.  They  also  form  polypeptide 
hormones  as  a rule.  This  system  encompasses 
cells  in  the  pituitary,  melanotrophs,  gastro- 
intestinal and  bronchial  argentaffine  type  cells, 
adrenal  medullary  cells,  thyroid  parafollicular 
cells,  and  islet  cells  of  the  pancreas.  These  cells 
are  accepted  as  being  of  neural  crest  origin. 
These  cells  all  have  a rather  characteristic 
ultrastructure  consisting  mainly  of  small 
granules  in  the  cytoplasm.  These  granules 
apparently  are  secretory  products  thought  to 
represent  the  ultrastructural  manifestation  of 
the  hormone  that  the  cell  is  secreting.  Argy- 
rophilia  is  a common  property  of  these  cells  as 
is  metachromasia  and  are  reflections  of  the 
chemical  products  manufactured  by  these  cells. 
In  optimally  fixed  and  processed  material  it  is 
said  to  be  possible  to  differentiate  the  various 
types  of  islet  cells  on  the  basis  of  their  histo- 
chemical reactions.  The  positive  argyrophil 
reactions  indicate  the  presence  of  serotonin  or 
some  indole  type  material.  Marked  meta- 
chromasia indicates  the  presence  of  polypep- 
tides rich  in  carboxyl  groups.  We  carried  out 
most  of  these  histochemical  procedures  on  this 
tumor  and  they  were  all  essentially  negative. 
Aldehyde  fuchsin  stains  were  initially  neg- 
ative but  the  reaction  can  be  increased  or  in- 
tensified by  actually  oxidizing  any  secretory 
granules  with  an  agent  as  permanganate. 
Reactive  granules  following  permanganate 


were  then  observed  in  portions  of  this  tumor 
from  the  pancreas.  However,  this  perman- 
ganate stain  is  certainly  not  selective  for  in- 
sulin as  it  stains  lipofuscins  and  lipids  as  well 
so  we  can’t  designate  this  a specific  histochem- 
ical method  for  beta  cells  or  for  insulin,  which 
leaves  us  with  no  convincing  reaction  in  this 
tumor.  Recent  efforts  have  been  made  to  dif- 
ferentiate these  tumors  by  electron  microscopy 
hoping  to  show  differences  in  the  fine  struc- 
ture of  the  cytoplasmic  granules  which  could 
be  correlated  with  cell  type  and  provide  a 
diagnostic  basis  for  classification.  Highly  dif- 
ferentiated tumors  show  differences  which 
are  evident  in  normal  pancreatic  islet  cells, 
but  undifferentiated  cells  lose  these  charac- 
teristics and  all  have  rather  similar  appearing 
granules.  We  weren’t  able  to  approach  this 
with  the  present  case  but  we  did  have  some  for- 
malin fixed  tissue  which  was  post  fixed  with 
glutaraldehyde  and  processed  for  electron 
microscopy  in  a rather  optimistic  effort  to  find 
some  characteristic  granules.  We  found  ves- 
tiges of  cytoplasmic  granules  but  certainly  the 
imperfect  preservation  forestalled  any  attempt 
to  identify  or  differentiate  these  granules  and 
relate  them  to  alpha,  beta  or  delta  cells  or  to 
carcinoid  or  to  any  of  the  APUD  series. 
The  other  features  that  were  present  in  these 
cells  were  the  presence  of  some  large  inclu- 
sions, probably  membrane  limited.  These  in- 
clusions were  just  about  as  abundant  and  about 
the  same  size  as  the  granules  stained  by  per- 
manganate-aldehyde fuchsin  and  undoubtedly 
represent  the  ultrastructural  counterpart  of 
that  stain.  We  would  probably  interpret  these 
granules  as  secondary  lysosomes,  autophago- 
somes containing  a lipid  or  a sulfur  amino- 
acid  rich  protein  that  reacts  with  the  perman- 
ganate aldehyde  fuchsin  method. 

Dr.  Pratt-Thomas:  A new  concept  has 

evolved  which  proposes  that  the  islet  cell  and 
the  carcinoid  cell,  having  a common  source  of 
origin,  namely  a neuro-ectodermal  precursor 
are  cellular  alchemists  that  may  manufacture 
many  different  substances.  Furthermore  these 
tumors  may  not  produce  only  those  chemicals 
which  has  been  the  basis  for  their  past  reputa- 
tions. All  intestinal  carcinoids  have  been  re- 
ported to  produce  not  only  serotonin,  brady- 
kinin  and  histamines  but  have  also  been  as- 
sociated with  gastro-intestinal  ulcers,  hyper- 
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insulinism  and  hypoglycemia,  syndromes 
usually  associated  with  islet  cell  tumors.  On 
the  other  hand,  functional  islet  cell  tumors 
which  typically  produce  insulin,  gastrin  or 
glucagon  have  also  produced  serotonin  or 
serotonin  and  insulin  simultaneously.  Patients 
with  the  Zollinger-Ellison  syndrome  some- 
times have  increased  levels  of  circulating  his- 
tamine and  serotonin.  Pancreatic  tumors  of 
either  carcinoid  and  or  islet  cell  type  have 
also  produced  adrenocorticotrophic  hormone 
(ACTH)  and  melanocyte-stimulating  hormone 
(MSH).  It  seems  clear  that  some  foregut  car- 
cinoids and  some  islet  cell  tumors  are  capable 
of  producing  the  same  hormone  or  combina- 
tion of  hormones,  and  it  may  not  be  possible 
to  distinguish  these  tumors  from  each  other 
morphologically.  In  other  words  they  behave 
like  some  ovarian  cells  whose  tumors  produce 
androgens  on  one  hand  and  estrogens  on  the 
other  and  sometimes  produce  both  from  the 
same  cell  reservoir  insofar  as  can  be  deter- 
mined. Differentiation  and  classification  of 
such  neoplasms  may  ultimately  depend  upon 
identification  of  their  secretory  products  rather 
than  their  morphologic  characteristics. 

The  authors  are  grateful  to  Miss  Atheleen 
E.  Brown  for  her  secretarial  help  and  to  Mr. 
J.  H.  Nicholson  for  preparation  of  the  photo- 
micrographs. □ 
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Because  we  are  about  to  embark  on  the 
celebration  of  our  country’s  200th  birthday, 
1 think  we  should  reflect  upon  the  events 
which  made  this  the  greatest  nation  in  the 
world.  If  we  take  time  to  study  medical  his- 
tory in  these  United  States,  we  soon  begin  to 
feel  the  spirit  of  freedom  which  gave  birth  to 
the  greatest  medical  system  in  the  world.  We 
have  recently  been  the  subject  of  much  crit- 
icism by  the  liberal  intelligentsia  who  feel  the 
free  practice  of  medicine  is  inadequate.  I 
hope  to  shed  some  light  on  these  fallacies 
w'hich  are  heading  us  on  a course  of  self-de- 
structive social  engineering. 

The  founding  fathers  were  deeply  suspicious 
of  centralized  governmental  power  and  for  a 
good  reason.  They  had  all  suffered  through  the 
tyranny  of  British  rule  in  which  the  King  im- 
posed his  will  upon  all  men.  Therefore  these 
men  designed  a form  of  government  which 
would  have  only  minimal  power  to  rule  over 
men’s  lives.  Thomas  Jefferson  stressed  the 
independence  of  man  when  he  declared  that  all 
men  are  created  equal  and  independent.  He 
stressed  that  human  rights  begin  and  end  with 
the  individual;  that  they  are  not  permissions, 
privileges,  or  conditions  granted  to  men  by 
social  institutions,  by  law,  or  by  one’s  neigh- 
bors; that  institutions  should  only  protect  and 
preserve  these  rights,  and  one’s  neighbors 
should  only  respect  them.  Our  founding 
fathers  knew  that  opportunities  were  not  the 
cause  of  individual  freedom  but  a consequence 
of  such  freedom.  If  we  examine  our  country’s 
medical  history  we  soon  find  that  the  common 
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denominator  was  their  freedom  of  thought  and 
action.  Benjamine  Rush,  America’s  first  ac- 
credited doctor,  sought  to  wipe  out  not  only 
disease  but  also  ignorance  which  prevailed 
at  that  time.  He  required  no  inducements  or 
direction  by  government  planners.  He  cared 
for  the  rich  and  poor  alike  because  he  felt  like 
that  was  what  served  his  desires  best.  Dr.  Rush 
spent  many  hours  doing  independent  research 
at  great  personal  risk  to  himself,  because  he 
was  allowed  to  exist  in  an  atmosphere  of  free- 
dom. 

The  stories  of  great  American  physicians 
all  ring  with  the  familiar  sounds  of  men  who 
were  allowed  to  pursue  their  own  interests  and 
fulfill  their  aspirations  often-times  to  the  bene- 
fit of  all  Americans,  rich  and  poor  alike.  Dan- 
iel Drake,  William  Beaumont,  Ephraim  Mc- 
Dowell, Crawford  W.  Long,  Maud  Glasgow, 
Walter  Reed,  Harvey  Cushing,  Walter  Dandy 
and  Oliver  Wendell  Holmes  are  just  a few  of 
the  great  physicians  produced  in  an  atmos- 
phere of  freedom  from  restraint.  Perhaps  we 
should  take  time  to  examine  one  of  these  great 
figures  in  order  to  make  a point.  Oliver  Wen- 
dell Holmes  was  not  only  a great  physician  but 
was  also  an  admired  statesman.  In  the  early 
part  of  the  nineteenth  century,  hospitals  all 
over  the  world  were  plagued  with  puerperal 
fever,  even  though  the  disease  had  been  traced 
to  poor  sanitation  habits  earlier  in  England. 
In  1843,  Oliver  Wendell  Holmes  wrote  a short 
paper  called:  “The  Contagiousness  of  Puer- 
peral Lever.”  Holmes  was  attacked  violently 
by  his  seniors  (peers)  because  the  acceptance 
of  his  ideas  would  have  labeled  them  as  mur- 
derers. Holmes  reply  was: 

“When,  by  the  permission  of  Providence,  I 
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held  up  to  the  professional  public  the  damna- 
ble facts  connected  with  the  conveyance  of 
poison  from  one  young  mother’s  chamber  to 
another’s  — for  doing  which  humble  office  I 
desire  to  be  thankful  that  I have  lived,  though 
nothing  else  should  ever  come  to  my  life  — I 
had  to  bear  the  sneers  of  those  whose  position 
I had  assailed,  and,  as  I believe  have  at  last 
demolished,  so  that  nothing  but  the  ghost  of 
dead  women  stir  among  the  ruins.” 

Holmes’  only  enemies  were  the  sneers  and 
other  signs  of  disapproval  by  his  peers,  not 
organized  government  agencies.  Under  a sys- 
tem of  centralized  medicine  his  voice  would 
probably  have  never  been  heard.  I further 
contend  that  because  medicine  operated  within 
the  bounds  of  the  market  place,  it  must  answer 
to  the  scrutiny  of  the  consumer.  Perhaps  a 
good  historical  example  of  what  happens  when 
a prevailing  way  of  thinking  gets  the  protec- 
tion of  a government  would  be  the  age  of 
Galen.  Galen,  when  a young  physician,  felt 
that  anyone  who  belonged  to  a sect  was  noth- 
ing less  than  a slave,  even  those  who  accepted 
as  final  the  teachings  of  Hippocrates  or  any- 
one else.  As  Galen  gained  favor  from  the  Em- 
peror Marcus  Aurelius,  he  became  the  most 
famous  physician  in  the  Roman  empire.  Galen 
was  never  to  know  that  his  observations  would 
become  the  accepted  way  of  thinking  by  order 
of  the  rulers. 

Now'  let  us  turn  to  a more  recent  example  of 
enforced  acceptance  of  thought.  In  October  of 
1917,  there  occurred  an  event  which  was  to 
shake  the  world  at  its  very  foundations:  com- 
munist revolution.  Following  the  takeover, 
Lenin  appointed  his  fellow  revolutionary.  Dr. 
Sigerist,  as  head  of  the  new  medical  prole- 
tariat soon  after  the  Hippocratic  oath  was 
abolished  by  revolutionary  decree.  From  the 
beginning  of  the  revolution,  Lenin  had  vow'ed 
to  turn  society  upside  down.  This  was  one 
promise  that  the  communist  kept. 

All  advanced  schools  were  thrown  open  to 
the  masses.  In  an  effort  to  give  the  masses  a 
base  for  higher  education,  special  preparatory 
schools  (Rabfaks)  were  created.  Admission  to 
these  Rabfaks  was  open  only  to  those  workers 
recommended  by  their  trade  unions,  local 
Soviets,  or  by  the  communist  party.  The  re- 
sponse was  less  than  enthusiastic,  the  majority 
of  students  still  came  from  middle  class  and 
upper  class  families. 


Because  the  masses  wouldn’t  cooperate  in 
his  plan,  Lenin  established  active  discrimina- 
tory measures  in  1924.  The  proletariat  received 
special  inducements  in  the  form  of  free  tuition, 
free  text,  scholarships,  living  allowances,  free 
board  and  lodging,  and  often  free  clothing. 
Other  students  w'ere  required  to  provide  for 
themselves  but  were  also  required  to  pay  heavy 
entrance  fees.  Not  infrequently,  children  of 
bourgeois  families  w'ere  denied  entrance  into 
universities. 

To  assure  success.  Lenin  abolished  entrance 
examinations  in  order  to  encourage  the  masses 
to  attend  universities.  This  was  doomed  to  fail- 
ure and,  soon  afterwards,  because  academic 
standards  had  reached  such  a low  level,  en- 
trance examinations  were  re-established.  In 
1930  a final  attempt  was  made  to  force  imple- 
mentation of  this  plan.  By  government  decree, 
faculty  quotas  were  assigned  to  proletariat 
children.  By  1935  the  communists  had  to  admit 
defeat,  and  all  entrance  to  institutions  of 
higher  learning  was  based  on  competitive 
examination. 

Despite  all  inducements  and  deterrents,  the 
communists  never  succeeded  in  raising  the 
proportion  of  proletariat  children  above  50%. 
Equally  disappointing  was  the  high  level  of 
failure  among  proletarian  children.  The  en- 
tering class  consisted  of  approximately  60% 
lower  class,  but  by  the  time  they  reached  the 
fourth  year,  only  3.9%  remained.  Recent 
studies  today  show'  that  the  bulk  of  the  Soviet 
intelligentsia  is  recruited  from  the  bourgeois. 

At  the  time  of  the  Russian  revolution,  there 
were  thirteen  medical  schools  which  had  been 
organized  on  German  lines  with  medical 
curricula  consisting  of  five  years  of  didactic 
lectures,  laboratory  work  and  clinical  work. 
Because  the  medical  schools  were  now  flooded 
with  unqualified  students,  semester  exams  had 
to  be  abolished.  Next,  final  exams  and  state 
license  examinations  had  to  be  dispensed  with. 

The  new  Soviet  government  continued  to 
make  drastic  changes.  They  decided  the  old 
style  physician  was  to  be  dispensed  with  and 
replaced  with  a much  more  efficient  doctor. 
The  new  type  of  physician  w'as  actually  to  con- 
sist of  one  of  three  types,  each  with  its  own 
educational  requirement:  1)  one  for  routine 
medical  and  prophylactic  work;  2)  public 
health  physician;  and  3)  specialist  for  the  pro- 
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tection  of  mother  and  child.  In  1930  the  med- 
ical schools  were  removed  from  the  univer- 
sities and  placed  under  the  authority  of  the 
Commusat  of  Health  (similar  to  our  HEW). 
Marxist-Leninist  ideology  was  included  into 
the  curriculum  and,  according  to  some  stu- 
dents, was  about  the  only  subject  upon  which 
real  importance  was  placed. 

Eventually,  because  of  tremendous  unrest 
produced  among  the  professors,  examinations 
and  state  licenses  were  re-instated.  Also  the 
practice  of  allowing  students  early  specializa- 
tion in  medical  school  was  declared  to  be  a fail- 
ure and  was  abolished.  The  government  now 
made  a full  turn  so  that  the  curriculum  resem- 
bled that  which  existed  in  most  modern  med- 
ical schools.  In  1944  the  government  decreed 
the  curriculum  be  extended  to  six  years  to 
include  250  hours  of  Marxist-Leninist  prin- 
ciples. Thus  after  twenty-eight  years  of  most 
damaging  experimentation,  the  medical  school 
curriculum  returned  to  that  which  had  existed 
in  most  western  medical  schools  for  years. 

This  is  all  well  and  good,  but  how  does  the 
health  care  delivery  system  work  in  the  Soviet 
Union?  During  a Soviet  tour  by  the  U.S. 
Public  Health  Mission,  they  found  not  only 
the  teaching  facilities  to  be  very  limited,  but 
also,  that  there  was  a general  defective  design 
in  medical  equipment;  drugs,  appliances,  ban- 
dages, and  other  medical  necessities  were  in 
very  short  supply.  Many  of  these  problems 
were  attributed  to  the  absolute  government 
monopoly  held  by  the  Medical  Instrument 
Trust.  Therefore,  the  physician  is  asked  to 
practice  medicine  in  near-primitive  conditions. 
I will  not  attempt  to  describe  the  chain  of  com- 
mand in  the  Soviet  system  of  health  care,  but 
suffice  it  to  say,  it  consists  of  a multifaceted 
bureaucracy  with  little  association  with  the 
people  it  is  supposed  to  serve.  For  instance,  by 
government  order  patients  are  allowed  ten 
minutes  with  the  doctor  and  this  includes 
dressing  and  un-dressing.  Patients  are  not 
allowed  to  choose  their  physician;  it  varies 
from  visit  to  visit.  As  far  as  research,  this  too 
is  controlled  by  big  brother.  All  research  proj- 
ects are  formulated  by  politicians  and  distrib- 
uted to  research  groups  located  in  special  in- 
stitutions. Further,  all  Russian  medical  liter- 
ature is  published  by  communist  monopoly 
through  the  State  Publishing  House  of  Medical 


Literature  (Medgiz).  Does  this  sound  like  con- 
ditions which  would  be  conducive  to  producing 
physicians  of  excellence  or  providing  the  ul- 
timate in  health  care  delivery? 

Following  the  great  famines,  Lenin  sought 
ways  to  appease  the  collective  farmers.  He  felt 
one  way  to  do  this  was  to  make  the  masses 
healthy  so  that  they  could  work.  Much  to  his 
dismay,  the  new  proletariat  physician  was 
resistent  to  migrating  to  the  rural  areas.  There- 
fore, on  June  23,  1936,  all  young  physicians 
were  required  to  work  in  the  rural  areas  for 
periods  varying  from  3-5  years.  Failure  to  go 
where  the  Ministry  of  Health  directed  resulted 
in  punishment  by  the  state  under  the  title  of 
unauthorized  quitting  of  employment.  Here 
we  see  another  example  of  the  principle  of 
social  engineering,  where  the  rights  of  one 
group  are  denied  in  favor  of  another  group  by 
government  decree. 

There  appeared  in  the  South  Carolina  Med- 
ical Journal  a very  interesting  article  entitled 
“Russian  Medicine”  in  which  Dr.  C.  Warren 
Irvin  makes  the  statement  that  he  was  con- 
fused why  the  Russians  had  a statue  of  Pav- 
lov’s dog  and  not  Pavlov.  First  we  should  be 
aware  that  Pavlov  was  a product  of  Czarist 
Russia  and  not  Soviet  Russia.  Dr.  W.  Horsly 
Gantt,  director  of  the  Pavlovian  Laboratory  at 
Johns  Hopkins  University,  had  the  opportunity 
to  meet  with  Dr.  Pavlov  at  the  Koltusky  in 
1933.  He  stated  that  Pavlov  frequently  ex- 
pressed dislike  for  the  communist  ideology. 
The  Kremlin  was  tolerant  of  his  utterences 
because  of  his  usefulness  to  the  party  and 
because  of  his  extreme  popularity  with  the 
Soviet  people.  Pavlov  died  in  1938,  never  to 
realize  that  the  results  of  his  experiments  were 
to  be  used  to  brainwash  millions  into  slavery. 

Dr.  Ludwig  G.  Kempe,  Chief  of  Neurosur- 
gery at  the  V.  A.  Hospital  in  Charleston,  has 
given  me  permission  to  relate  certain  events 
which  tell  much  about  Soviet  health  care.  In 
November  of  1959,  the  wife  of  the  Assistant 
Naval  Attache  in  Moscow  suffered  a sudden 
onset  of  headache  followed  by  a stiff  neck.  She 
was  taken  to  a Soviet  hospital  where  she  had  a 
spinal  tap,  which  was  described  as  bloody. 
Suspecting  subarachnoid  hemorrhage,  she  was 
then  transferred  to  the  Burdenko  Institute 
where  she  came  under  the  care  of  the  Soviet 
Union’s  greatest  neurosurgeon,  Boris  G. 
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Egorov  (Yegarov).  She  received  no  further 
workup,  only  five  weeks  of  bedrest  and  high 
doses  of  barbiturates.  She  recalled  that  the 
Soviet  hospital  personnel  thought  it  very 
humorous  that  she  should  have  a holy  cross 
above  her  bed.  The  American  Embassy  in 
Moscow  consulted  Dr.  Kempe,  who  at  the  time 
was  stationed  at  the  2nd  General  Hospital  in 
Landsuhl,  Germany.  His  reply  was  to  send  the 
lady  directly  to  him  in  Germany.  Because  of 
reluctance  on  the  part  of  the  Russians,  strong 
actions  from  the  State  Department  were  re- 
quired. She  was  flown  to  Stockholm,  Sweden, 
where  Dr.  Kempe  did  an  angiogram  demon- 
strating an  aneurysm.  After  undergoing 
craniotomy  and  clipping  of  her  aneurysm,  she 
made  an  uneventful  recovery  and  in  fourteen 
days  returned  to  her  duties  in  Moscow. 

In  1961,  the  Second  International  Congress 
of  Neurological  Surgery  was  held  in  Wash- 
ington, D.C.  At  this  time.  Dr.  Kempe  was  the 
Chief  of  the  Neurosurgical  program  at  Walter 
Reed  General  Hospital  and  was  in  charge  of 
conducting  tours  through  the  hospital  complex. 
Attending  the  meeting  was  Dr.  Yegerov,  an 
interpreter,  and  a fellow  Russian  colleague.  Dr. 
Nikolski,  of  the  Rostov  Institute.  During  the 
course  of  the  meeting  Dr.  Kempe  greeted  the 
Russian  delegation  (via  interpreter)  by  asking 
the  eminent  Soviet  neurosurgeon  if  he  recalled 
the  lady  with  the  aneurysm.  He  was  told  by  the 
interpreter  that  Dr.  Yegerov  performed  so 
many  aneurysm  operations  that  he  could 
hardly  be  expected  to  remember  one  particular 
case.  Later,  while  conducting  the  Russians 
through  Walter  Reed,  Dr.  Yegerov  told  Dr. 
Kempe  that  he  did  remember  the  case  and 
would  like  to  know  how  to  operate  on  aneu- 
rysms. Dr.  Nikolski  then  confided  to  Dr. 
Kempe  that,  in  Russia,  aneurysms  are  never 
operated  on.  When  asked  why,  he  replied, 
“Could  you  imagine  the  consequences  if,  while 
operating  on  Khrushchev,  something  should 
go  wrong?”  This  is  the  ultimate  result  of  cen- 
tral control  of  medical  practice. 

Many  have  lamented  that  this  is  the  only 
nation  in  the  world  whose  Golden  Age  was  at 
the  beginning.  Today  we  rarely  hear  men  speak 
of  free  enterprise  on  capitalism  as  anything 
more  than  a whisper.  It’s  as  if  we  feel  we 
should  apologize  for  having  been  supporters 
of  the  principles  of  capitalism.  Capitalism  is 


based  on  the  theory  that  each  man  has  only  one 
right,  that  is  to  demonstrate  enough  respon- 
sibility so  that,  by  individual  initiative  and  de- 
sire to  fulfill  his  aspirations,  he  can  provide 
for  himself  and  his  family.  It  makes  no  guaran- 
tee of  success,  only  that  you  and  you  alone 
determine  your  course  of  action.  Under  this 
system,  an  individual  can  choose  to  be  lazy  or 
irresponsible  but  with  the  agreement  that  he 
will  receive  nothing  from  the  labor  of  others 
outside  that  which  is  freely  given. 

We  have  heard  much  of  late  about  rights, 
but  what  does  this  concept  really  entail?  The 
phrase  used  most  often  is  that  “we  deserve 
health  care  because  it  is  our  right  as  human 
beings.”  This  goes  back  to  the  basic  premise  of 
socialism,  that  because  certain  members  of  the 
intelligentsia  feel  a particular  group  deserves 
a certain  service,  another  group  must  be  co- 
erced into  providing  that  service  or  good.  This 
is  not  only  damaging  to  the  party  providing 
the  service  but  harms  the  recipient  as  well. 
He  is  deprived  of  the  right  to  make  choices,  of 
ordering  his  life  as  he  pleases;  he  is  robbed  of 
the  dignity  of  being  an  individual.  We  see 
today  a segment  of  society  so  dependent  on 
government  support  that  they  are  virtually 

helpless,  formless  people. 

I believe,  as  our  founding  fathers,  that  the 
most  just  system  is  one  conducted  in  an  atmos- 
phere of  freedom  and  indiv  idual  responsibility. 
Our  founding  fathers  knew  that  some  of  his- 
tory’s bloodiest  and  most  despotic  events  oc- 
curred when  men  ruled  other  men  in  the  name 
of  equality,  justice,  and  humanity.  Robes- 
pierre, the  Incorruptible,  decried  tyranny, 

expressed  his  love  for  humanity,  and  cherished 
a fervent  patriotism  for  France,  yet  this  vir- 
tuous humanitarian  represented  an  author- 

itarian government  that  was  responsible  for 
the  Reign  of  Terror.  Hitler,  Stalin,  Lenin,  and 
Mao  Tse-tung  all  came  to  power  in  defense  of 
some  social  evil  and,  as  a result,  murdered  over 
86  million  people,  most  of  whom  were  the  ones 
so  fondly  called  “the  masses.” 

The  great  Austrian  economist,  Ludwig  Von 
Mises,  once  said  “...Liberty  is  meaningless  if  it 
is  only  the  liberty  to  agree  with  those  in 
power.”  I believe  that  medicine  should  re- 
enter the  free  market  as  a means  of  solving 
America’s  health  problems.  There  exists  today 
in  the  United  States  an  abundance  of  private 
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charitable  organizations  which  offer  all  forms 
of  succor,  including  health  care  to  the  poor. 
Benevolence  at  gunpoint  is  no  longer  benev- 
olence, but  tyranny. 
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QUEST  FOR  UNIQUENESS 

What  Makes  the  Medical  University  of 
South  Carolina  Different? 


LEON  BANOV,  JR.,  M.D. 


On  the  occasion  of  the  sesquicentennial 
celebration  of  its  founding,  it  is  logical  to 
pause,  reflect,  consider,  and  then  comment  on 
what  marks  this  Medical  University  of  South 
Carolina  as  different  from  all  other  medical 
schools. 

Every  medical  school  has  buildings  and 
equipment,  faculty,  and  students  who  graduate 
to  become  physicians.  Certainly,  in  the  first 
hundred  years  of  its  existence  this  school’s 
quarters  were  humble  or  even  poor.  M.U.S.C. 
never  had  a faculty  that  possessed  the  prestige 
and  fame  of  the  Johns  Hopkins  School  of  Med- 
icine with  its  Osier,  Halsted,  Welch,  and  Kelly. 
M.U.S.C.  did  not  produce  famous  physicians 
like  Walter  Reed,  Will  and  Charles  Mayo, 
Frederick  Banting,  Simon  Flexner,  James 
Ewing,  Rudolph  Matas,  etc.  Moreover,  no 
M.U.S.C.  graduate  has  received  a Nobel 
prize.  Nevertheless,  the  faculty  was  instru- 
mental in  encouraging  the  students  to  practice 
good  medicine  and  to  care  for  South  Caro- 
linians. 

What  then  has  made  M.U.S.C.  unique? 
The  school  survived!  In  the  nineteenth  century 
the  United  States  produced  over  four  hundred 
medical  schools.1  Between  1810  and  1876, 
seventy-three  new  schools  were  founded.  And, 
from  1873  to  1890,  one  hundred  fourteen  were 
founded.  To  even  exist  in  that  period,  a med- 
ical school  needed  at  least  a massive  measure 
of  determination.  Lynch  wrote  about  the  “nip 
and  tuck”  situation  in  its  first  half  century, 
attesting  to  the  hardiness  M.U.S.C.  possessed 
in  order  to  survive  in  a period  when  so  many 
medical  schools  ceased  operating  soon  after 
their  opening.2 


But  what  really  distinguishes  this  school 
from  others  is  M.U.S.C.’s  production  of  the 
largest  number  of  physicians  who  year  after 
year  have  cared  for  the  health  needs  of  South 
Carolinians. 

These  are  the  physicians  who  have  tended 
South  Carolinians;  who  have  treated  them 
when  they  were  ill;  who  have  been  friends 
when  they  were  well;  and  who,  in  general,  have 
exerted  a beneficial  influence  in  their  lives. 
These  are  the  physicians  who  always  have 
cared  about  and  participated  in  community 
activities,  in  church  and  political  affairs,  on 
school  boards,  and  who  have  rendered  numer- 
ous other  services.  Some  have  been  more 
active  participants  than  others.  But  these 
physicians,  graduates  of  M.U.S.C.,  have 
touched  for  150  years  and  still  touch  the  lives 
of  nearly  all  South  Carolinians  providing  an 
essential  service  by  promoting  health  care. 

Obviously  in  a short  essay,  every  M.U.S.C. 
graduate  cannot  be  listed.  However,  among  the 
graduates,  certain  family  names  appear  fre- 
quently and  find  a link  even  in  the  present 
generation.  These  family  names  of  graduates 
provide  a uniqueness  for  this  medical  school. 

Albeit  the  recurrence  of  family  names  span- 
ning many  generations  is  not  peculiar  to  M.U. 
S.C.  Harvard  Medical  School  is  associated 
with  names  that  reappear  in  succeeding  gener- 
ations; Warren,  Cabot,  Bigelow,  Homans, 
Shattuck,  and  Cheever.  And,  today,  many  with 
those  names  practice  medicine. 

However,  in  small  South  Carolina  cities 
and  towns,  graduates  of  M.U.S.C.  with  the 
same  family  names  that  span  several  gener- 
ations still  practice  medicine.  These  have 
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branded  a distinctive  identity  on  the  M.U.S.C. 

To  find  those  names  which  most  frequently 
occur,  I turned  to  the  list  of  graduates  in  the 
1924  Centennial  Book  of  the  Medical  College.3 
Although  that  list  up  to  1834  had  “many  errors 
and  omissions”  these  would  not  alter  a very 
unique  characteristic  of  this  venerable  medical 
college.4  At  this  writing,  a complete  list  of 
graduates  to  the  present  is  not  available. 
Whether  all  graduates  practiced  in  South 
Carolina  is  not  known.  I have  been  told  that 
some  did  not  practice  medicine. 

From  1825  to  1924,  during  the  first  century, 
the  most  frequently  appearing  names  and 
number  of  graduates  were:  Smith  (41),  Moore 
(33),  Wilson  (24),  Williams  (21),  Jones  (16), 
Jenkins  (11),  Gibbes  (10),  Parker  ( 10),  Prioleau 
(9),  DeSaussure  (8),  Mobley  (8),  Witherspoon 
(8),  Calhoun  (7),  Price  (7),  Ravenel  (7),  Cain 
(6),  Porcher  (6),  Gaillard  (6),  Waring  (6),  Wil- 
liamson (6),  Townsend  (5),  Youngblood  (5), 
Hudson  (5),  and  Pinckney  (4). 

Because  it  is  beyond  this  article’s  scope,  1 
did  not  attempt  to  secure  a full  genealogy  to 
determine  relationships. 

Although  41  Smiths  were  graduated  from 
M.U.S.C.  in  the  first  century  of  its  existence, 
only  three  were  mentioned  by  Waring  in  his 
three  volume  A History  of  Medicine  in  South 
Carolina.  John  Eawrence  Smith  (1840),  D.  L. 
Smith  (1903),  and  William  Atmar  Smith 
(1910),  each  received  separate  biographical 
sketches. 

Of  the  33  Moores  who  were  graduated,  four, 
including  Samuel  Preston  Moore,  surgeon 
general  of  the  Confederate  Army  who  merited 
a biographical  sketch,  were  mentioned  in 
Waring’s  history. 

The  Wilson  name  has  been  prominently 
and  intimately  associated  with  medicine  in 
South  Carolina  since  1755  when  the  first  Dr. 
Robert  Wilson  (1736-1815),  a surgeon,  arrived 
in  Charleston  from  Scotland.  Subsequently, 
except  for  a brief  period,  his  direct  descendants 
have  produced  a Dr.  Wilson  in  Charleston  so 
that  there  has  been  at  least  one  Dr.  Wilson  in 
Charleston  for  more  than  200  years.  These 
Drs.  Wilson  have  been  men  of  standing  and 
ability  and  have  demonstrated  outstanding 
community  leadership  in  each  generation. 
Here  then  is  one  South  Carolina  family  in 
which  the  calling  to  medicine  has  been  an- 


swered over  successive  generations. 

A direct  descendant  of  the  first  Dr.  Robert 
Wilson  (1838-1924),  graduated  in  1859,  served 
as  a surgeon  in  the  Confederate  Army,  later 
became  an  Episcopal  minister  and  an  author 
of  many  writings  including  Half-forgotten  By- 
ways of  the  Old  South. 

The  next  direct  descendant.  Dr.  Robert 
Wilson  (1867-1946),  was  graduated  in  1892 
from  the  Medical  College  of  the  State  of  South 
Carolina  and  in  1908,  became  its  Dean. 

In  his  role  as  organizer  of  the  South  Carolina 
Obstetrical  and  Gynecologic  Society,  Dr.  Les- 
ter A.  Wilson  was  mentioned  in  Waring’s  his- 
tory. 

Although  16  Jones  were  graduated  in  the 
first  century,  none  seemed  to  have  achieved 
historical  importance. 

Of  1 1 Jenkins  who  graduated  in  the  first 
100  years,  only  E.  E.  Jenkins  is  cited  by  War- 
ing. 

Waring’s  history  cited  two  Gibbes  and  de- 
voted a biography  to  another,  Robert  Wilson 
Gibbes  (1809-1866),  a nephew  of  Drs.  Samuel 
and  Robert  Wilson,  and  a graduate  of  the  class 
of  1834. 

There  were  ten  graduates  with  the  name  of 
Parker.  Two  were  mentioned  with  biograph- 
ical sketches:  Dr.  Francis  LeJau  Parker  (1836- 
1913),  class  of  1858,  and  Dr.  Edward  Frost 
Parker  (1867-1938),  class  of  1889. 

Today,  the  list  of  names  mentioned  above 
evokes  a mental  association  of  South  Caro- 
linian physicians  currently  bearing  the  same 
family  names. 

The  recurrence  of  the  same  family  names 
among  M.U.S.C.’s  graduates  suggests  the  role 
of  sentiment,  or  of  family  pride,  or  plain  eco- 
nomics. Whatever  the  reason,  these  names 
stamp  the  M.U.S.C.  with  a definite  uniqueness. 
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Dear  Fellow  Physicians, 

As  the  year  1975  drew  to  a close,  your  Delegates  and  Alternates,  with  President-Elect  Dessie 
Gilland  and  Council  member  Halsted  Stone,  attended  the  AMA  Convention  at  the  Waikiki  Sher- 
aton in  Honolulu.  This  proved  to  be  a well  attended  and  well  run  Convention,  with  a much  more 
harmonious  atmosphere  than  had  been  in  recent  years. 

The  report  of  the  Long  Range  Planning  Committee  with  reorganizational  structures  of  the 
AMA  occupied  most  of  the  attention  of  the  House  of  Delegates.  The  Reference  Committee  involved 
spent  long  hours  in  hearings  and  in  preparing  their  report.  On  the  last  day  of  the  Convention,  it 
was  necessary  to  begin  at  8:00  A.M.  to  finish  on  schedule.  This  report  required  the  full  attention 
of  the  House  of  Delegates  from  8:00  A.M.  until  12:00  Noon.  The  AMA  voted  to  remain  a federation 
of  its  state  associations  as  currently  provided  for  in  its  Constitution,  and  that  state  medical  associa- 
tions pursue  the  worthy  goal  of  united  membership.  No  change  was  made  in  the  composition,  ten- 
ure and  election  of  the  Board  of  Trustees  except  insofar  as  the  AMA’s  officer  configuration  may 
affect  the  Board’s  composition. 

The  following  officers  were  continued:  President,  President-Elect,  Immediate  Past  President, 
Speaker  of  the  House  of  Delegates,  Vice  Speaker  of  the  House  of  Delegates,  Chairman  of  the  Board 
of  Trustees,  Vice  Chairman  of  the  Board  of  Trustees.  The  Executive  Vice-President  is  to  continue 
to  serve  as  the  Chief  Executive  Officer  of  the  AMA.  The  office  of  Vice  President  was  abolished  and, 
in  the  event  of  the  loss  of  the  President,  the  President-Elect  would  assume  the  office  of  the  Pres- 
ident, with  the  Speaker  of  the  House  next  in  line  in  the  absence  of  a President-Elect. 

It  was  also  adopted  that  all  councils  shall  be  councils  of  the  AMA,  not  councils  of  the  Board 
of  Trustees  nor  councils  of  the  House  of  Delegates.  With  the  exception  of  the  Section  Councils, 
Council  on  Legislation  and  the  Council  on  Scientific  Assembly,  the  councils  shall  be  elected  by  the 
House  of  Delegates.  The  House  of  Delegates  voted  that  the  AMA  function  with  as  few  standing 
councils  as  possible,  and  the  current  existing  councils  should  be  phased  out  following  affirmative 
action  by  the  House  of  Delegates  at  the  next  Convention.  There  was  much  interest  evidenced  by  the 
House  of  Delegates  in  the  organization  and  functions  of  the  House  of  Delegates,  the  Councils,  and 
the  Board  of  Trustees,  and  many  items  were  referred  back  for  further  action;  further  study  and  will 
come  up  at  the  next  Convention. 
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Your  President  and  President-Elect  attended  a session  of  the  officers  of  the  various  states, 
where  the  central  topic  of  discussion  was  the  liability  insurance  problem.  As  we  all  know,  no  one 
adequate  solution  has  been  found  and  many  states  are  working  in  various  directions  to  attempt  to 
solve  their  problems.  We  were  impressed  with  the  fact  that  South  Carolina  is  much  more  fortunate 
than  the  majority  of  other  states  at  the  present  time.  The  JUA  appears  to  be  working  well  without 
any  major  problem  for  us,  but  we  still  have  to  reach  the  long  range  legislative  goals  to  be  able  to 
obtain  adequate  liability  insurance  at  a reasonable  price  when  the  JUA  goes  out  of  existence  on 
December  31,  1977. 

Don  Kilgore  and  1 attended  a meeting  in  December  of  the  Study  Committee  on  the  liability 
insurance,  and  we  both  attended  meetings  of  the  sub-committees  on  1/7/76  preparatory  to  a full 
meeting  of  the  Committee  on  2/5/76.  We  are  hopeful  that  positive  recommendations  will  emanate 
from  this  Committee  at  that  meeting. 

It  is  my  personal  opinion  that  reduction  of  the  statute  of  limitations  from  six  years  to  two  years, 
with  the  minor  being  reduced  down  to  eight  years,  is  the  most  important  piece  of  legislation  to 
seek.  Binding  arbitration  appears  to  be  the  second  most  important.  The  state  of  Michigan  has  de- 
veloped a binding  arbitration  mechanism,  which  is  being  put  into  effect  at  the  present  time.  We 
shall  follow  their  activities  closely. 

It  is  also  my  opinion  that  a limit  in  the  physician’s  liability  to  a reasonable  figure  ($150,000.00?) 
would  serve  to  stabilize  the  potential  risk.  It  would  then  be  necessary  to  develop  a fund  to  cover 
the  excess  coverage  above  the  $150,000.00  with  a pool  and  an  assessment  program.  As  soon  as  our 
Committee  makes  its  recommendations,  we  will  publicize  the  fact  to  all  of  the  members  of  the 
Association  so  that  they  may  work  diligently  with  their  local  delegation  to  secure  passage  of  this 
legislation  in  1976. 

On  Friday,  January  9,  your  President  will  represent  you  on  a tour  of  the  facilities  of  the  Cen- 
tral Corrections  Institution  at  the  invitation  of  the  Chief  Warden,  Mr.  Teeke.  Saturday,  January 
10,  the  official  groundbreaking  of  the  new  Veterans’  Hospital  in  Columbia  will  take  place.  On  Tues- 
day, January  13,  I will  visit  the  Apartanburg  County  Medical  Society.  The  next  Council  meeting 
will  be  held  on  Friday,  January  16,  with  the  annual  meeting  of  the  Columbia  Medical  Society  that 
evening.  On  January  22,  your  President-Elect,  Dessie  Gilland,  and  I will  travel  to  Chicago  for  the 
AMA  Leadership  Conference.  I urge  all  local  medical  societies  to  send  their  President  or  President- 
Elect  to  this  conference.  On  February  17,  I am  scheduled  to  visit  the  Pickens  County  Medical 
Society  at  Easley. 

Again,  may  I remind  you  that  any  of  your  officers  or  councilmen  would  be  delighted  to  visit 
your  meetings  and  discuss  the  current  activities  of  your  Association. 

May  I remind  you  also  that  the  Annual  Convention  will  be  held  at  the  Landmark  Motel  in 
Myrtle  Beach,  S.  C.,  beginning  on  Monday,  May  3,  1976.  Make  your  plans  now  to  attend. 

Sincerely, 

C.  Tucker  Weston,  M.D. 

President 
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or  relief  of  acute  bronchial  asthma  and  for  reversible  bronchospasm 
ssociated  with  chronic  bronchitis  and  emphysema. 


J,UUU  U l_y_LUUUJ...a  basic  need  for  the 
Cdyphylline]  Jpronchospastic  patient 

lablets:  200  mg  dyphylline 
lixir:  per  15  ml:  dyphylline  100  mg, 

alcohol  20%  v/v 

he  bronchodilator  with  a difference... dyphylline 


A NEED  FOR  YOUR  PATIENT 
BECAUSE 

1 . Therapeutically  effective 

2.  Little  to  no  CNS  stimulation 

3.  Little  to  no  gastric  upset 

4.  Effective  during  long-term  therapy 

5.  Only  1/5  the  toxicity  of 
theophylline  or  aminophylline1'2,3 
(based  on  animal  studies) 
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Tick  lock,  Tick  Tock 


For  the  past  twenty-eight  years,  a prophesy- 
ing clock  has  hung  in  the  editorial  offices  of 
Bulletin  of  the  Atomic  Sciences,  representing 
the  consensus  of  atomic  scientists  on  the  prox- 
imity of  doomsday  represented  by  12  o’clock. 
The  minute  hand,  never  far  from  midnight, 
has  moved  backward  and  forward  with  the 
caprices  of  international  power  politics.  At 
this  moment,  indicating  the  threat  of  nuclear 
war  is  greater  than  ever  before  in  history,  the 
clock  is  set  at  nine  minutes  before  midnight. 
According  to  the  Editors:  “It  behooves  us  as 
people  of  all  nations...  to  remember  above  all 
things,  that  time  is  running  out.’’ 

Five  experts  from  the  Harvard-MIT  Arms 
Seminar  recently  evaluated  the  prospect  for 
atomic  warfare  and  concurred  with  the  editors 
of  Bulletin  of  the  Atomic  Sciences  — that  time 
is  running  out.  All  five  unanimously  agreed 
that  nuclear  war  by  1999  is  more  likely  than 
not.  It  seems  that  the  clock  at  the  Bulletin  of 
the  Atomic  Sciences  is  keeping  reliable  time. 
The  key  points  to  come  from  this  seminar: 

Nuclear  war  in  some  form  is  likely  before 
the  end  of  this  century. 

Nuclear  war  will  probably  come  as  the 
direct  result  of  the  proliferation  of  nuclear 
powers  and  nuclear  weapons.  The  more  peo- 
ple who  have  these  weapons,  the  more  prob- 
able their  use. 

Existing  political  systems  and  the  policies 
they  generate  fail  to  provide  curbs  on,  or 


alternatives  to,  the  proliferations  of  nuclear 
weapons.  Nations  continue  to  increase  their 
armories  in  the  name  of  self  protection. 

To  survive  in  such  a world,  nations  may 
have  to  surrender  much  of  their  sovereignty. 
But  a new  kind  of  world  government  would 
involve  the  abandonment  of  many  demo- 
cratic values.  Nuclear  war  is  a more  likely 
prospect  than  this. 

People  are  complacent  about  the  threat  of 
nuclear  war.  We  have  different  fears  in 
these  different  times.  The  horror  of  the  first 
atomic  bomb  explosion  is  fading  from  our 
memories. 

This  last  point  is  substantiated  by  a recent 
Fortune  Magazine  poll  of  business  executives 
in  which  8 percent  thought  nuclear  weapons 
would  be  used  at  a low  level  in  a war  within 
the  next  twenty  years.  About  0.4  percent 
thought  there  would  be  a substantial  nuclear 
exchange.  We  now  have  a period  of  relative 
public  confidence  that  nuclear  war  is  not  im- 
minent. According  to  the  Arms  Seminar  ex- 
perts, this  complacency  enhances  the  danger  of 
nuclear  war. 

With  the  possibility  of  nuclear  holocaust  this 
real,  is  it  proper  perspective,  good  public 
health,  and  sensible  priorities  to  be  worried 
about  less  ultimate  things  like  liability  insur- 
ance, fees,  peer  review,  etc.? 
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Epilogue  to  Hog  Island 


Many  of  you  were  interested  in  my  story  of 
Hog  Island  in  the  October  issue  of  JSCMA, 
wherein  was  related  the  process  of  some  wild, 
wily,  and  independent  hogs  on  Hog  Island 
being  changed  to  dependency,  thence  to  bar- 
beque  merely  by  providing  them  free  lunches. 
Thus  Hog  Island  became  bereft  of  hogs.  Some 
have  asked  what  ever  became  of  Hog  Island. 
Let  me  tell  you. 

A wealthy  family  from  Chicago  bought  Hog 
Island  many  years  ago  but  did  nothing  with  it. 
It  had  long  been  known  that  where  the  hogs  of 
Hog  Island,  those  formerly  fierce  and  inde- 
pendent hogs,  had  rooted  around,  some  world’s 
record  hog  ruts  of  their  type  had  been  estab- 
lished. No  one  seemed  to  care  much  about 
these  world  record  hog  ruts  until  it  became 
known  that  the  wealthy  Chicago  family  was 
planning  to  do  some  plowing  on  Hog  Island. 
Suddenly,  half  the  people  on  the  river  banks 
about  Hog  Island  became  highly  incensed  and 
demanded  the  Federal  Government  buy  Hog 
Island  with  “free”  Federal  money  to  protect 
the  world  record  hog  ruts.  Just  as  suddenly, 
the  other  half  of  the  people  in  the  area  became 
very  protective  of  the  rights  of  that  wealthy 
Chicago  family  and  became  personally  resent- 
ful of  the  government  wanting  to  save  those 
world  record  hog  ruts  for  all  Americans  to  see. 
Each  side  became  more  and  more  convinced  it 
was  the  side  protecting  the  Constitutional 
rights  of  Americans  and  that  the  other  side 
was  basely  motivated.  The  conflict  became 
more  and  more  bitter  until  everyone  lost  sight 
of  the  world’s  champion  hog  ruts.  We  still 
don’t  know  how  it’s  going  to  come  out. 
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PRESCRIBING  INFORMATION 
Antiminth  (pyrantel  pamoate)  Oral 
Suspension 

Actions.  Antiminth  (pyrantel  pamo- 
ate) has  demonstrated  anthelmintic 
activity  against  Enterobius  vermicu- 
laris  (pinworm)  and  Ascaris  lumbri- 
coides  (roundworm).  The  anthelmin- 
tic action  is  probably  due  to  the 
neuromuscular  blocking  property  of 
the  drug. 

Antiminth  is  partially  absorbed 
after  an  oral  dose.  Plasma  levels  of 
unchanged  drug  are  low.  Peak  levels 
(0.05-0. \SfjLgl ml.)  are  reached  in  1-3 
hours.  Quantities  greater  than  50% 
of  administered  drug  are  excreted  in 
feces  as  the  unchanged  form,  whereas 
only  7%  or  less  of  the  dose  is  found 
in  urine  as  the  unchanged  form  of 
the  drug  and  its  metabolites. 
Indications.  For  the  treatment  of 
ascariasis  (roundworm  infection)  and 
enterobiasis  (pinworm  infection). 
Warnings.  Usage  in  Pregnancy:  Re- 
production studies  have  been  per- 
formed in  animals  and  there  was  no 
evidence  of  propensity  for  harm  to 
the  fetus.  The  relevance  to  the  hu- 
man is  not  known. 

There  is  no  experience  in  preg- 
nant women  who  have  received  this 
drug. 

Precautions.  Minor  transient  eleva- 
tions of  SGOT  have  occurred  in  a 
small  percentage  of  patients.  There- 
fore, this  drug  should  be  used  with 
caution  in  patients  with  pre-existing 
liver  dysfunction. 

Adverse  Reactions.  The  most  fre- 
quently encountered  adverse  reac- 
tions are  related  to  the  gastrointes- 
tinal system. 

Gastrointestinal  and  hepatic  reac- 
tions: anorexia,  nausea,  vomiting, 
gastralgia,  abdominal  cramps,  diar- 
rhea and  tenesmus,  transient  eleva- 
tion of  SGOT 

CNS  reactions:  headache,  dizzi- 
ness, drowsiness,  and  insomnia.  Skin 
reactions:  rashes. 

Dosage  and  Administration.  Chil- 
dren and  Adults:  Antiminth  Oral 
Suspension  (50  mg.  of  pyrantel  base/ 
ml.)  should  be  administered  in  a 
single  dose  of  1 1 mg.  of  pyrantel  base 
per  kg.  of  body  weight  (or  5 mg./ lb.); 
maximum  total  dose  1 gram.  This 
corresponds  to  a simplified  dosage 
regimen  of  1 cc.  of  Antiminth  per  10 
lb.  of  body  weight.  (One  teaspoonful 
= 5 cc.) 

Antiminth  (pyrantel  pamoate) 
Oral  Suspension  may  be  adminis- 
tered without  regard  to  ingestion  of 
food  or  time  of  day,  and  purging  is 
not  necessary  prior  to,  during,  or 
after  therapy.  It  may  be  taken  with 
milk  or  fruit  juices. 

How  Supplied.  Antiminth  is  avail- 
able as  a pleasant  tasting  caramel- 
flavored  suspension  which  contains 
the  equivalent  of  50  mg.  pyrantel 
base  per  ml.,  supplied  in  60  cc.  bot- 
tles and  Unitcups™  of  5 cc.  in  pack- 
ages of  12. 

ROGRIG 

A division  of  Pfizer  Pharmaceuticals 

New  York.  New  York  10017 


Testing  in  Humans: 
Who, Where  &When. 


the  weight  of  ethical  opinion: 

Few  would  disagree  that  the  effective- 
ness and  safety  of  any  therapeutic  agent 
Dr  device  must  be  determined  through 
clinical  research. 

But  now  the  practice  of  clinical  re- 
search is  under  appraisal  by  Congress,  the 
press  and  the  general  public.  Who  shall 
idminister  it?  On  whom  are  the  products 
:o  be  tested?  Under  what  circumstances? 
And  how  shall  results  be  evaluated  and 
utilized? 

The  Pharmaceutical  Manufacturers 
Association  represents  firms  that  are  sig- 
nificantly engaged  in  the  discovery  and 
development  of  new  medicines,  medical 
devices  and  diagnostic  products.  Clinical 
research  is  essential  to  their  efforts.  Con- 
sequently, PM  A formulated  positions 
vhich  it  submitted  on  July  11,  1975,  to 
he  Subcommittee  on  Health  of  the  Sen- 
ite  Labor  and  Public  Welfare  Committee, 
is  its  official  policy  recommendations, 
dere  are  the  essentials  of  PMA’s  current 
hinking  in  this  vital  area, 

X.PMA  supports  the  mandate  and 
nission  of  the  National  Commission  for 
he  Protection  of  Human  Subjects  of 
3iomedical  and  Behavioral  Research  and 
>ffers  to  establish  a special  committee 
omposed  of  experts  of  appropriate 
disciplines  familiar  with  the  industry’s 
esearch  methodology  to  volunteer  its 
ervice  to  the  Commission. 

2«  PMA  supports  the  formation  of  an 
ndependent,  expert,  broadly  based  and 
epresentative  panel  to  assess  the  current 
tate  of  drug  innovation  and  the  impact 
ipon  it  of  existing  laws,  regulations  and 
procedures. 

3* When  FDA  proposes  regulations, 
t should  prepare  and  publish  in  the  Fed- 
ral  Register  a detailed  statement  assess- 
ng  the  impact  of  those  regulations  on 
[rug  and  device  innovation. 

4.  PMA  proposes  that  an  appropri- 
tely  qualified  medical  organization  be 
ncouraged  to  undertake  a comprehen- 
ive  study  of  the  optimum  roles  and 
esponsibilities  of  the  sponsor  and  physi- 
ian  when  company-sponsored  clinical 
esearch  is  performed  by  independent 
linical  investigators. 


5*  PMA  recognizes  that  the  physician- 
investigator  has,  and  should  have,  the 
ultimate  responsibility  for  deciding  the 
substance  and  form  of  the  informed  con- 
sent to  be  obtained.  However,  PMA 
recommends  that  the  sponsor  of  the  ex- 
periment aid  the  investigator  in  dis- 
charging this  important  responsibility  by 
providing  ( 1)  a document  detailing  the 
investigator’s  responsibilities  under  FDA 
regulations  with  regard  to  patient  consent, 
and  (2)  a written  description  of  the 
relevant  facts  about  the  investigational 
item  to  be  studied,  in  comprehensible 
lay  language. 

6*  In  the  case  of  children,  the  sponsor 
must  require  that  informed  consent  be 
obtained  from  a legally  appropriate  rep- 
resentative of  the  participant.  Voluntary 
consent  of  an  older  child,  who  may  be 
capable  of  understanding,  in  addition  to 
that  of  a parent,  guardian  or  other  legally 
responsible  person,  is  advisable.  Safety  of 
the  drug  or  device  shall  have  been  assessed 
in  adult  populations  prior  to  use  in 
children. 

7«PMA  endorses  the  general  prin- 
ciple that,  in  the  case  of  the  mentally 
infirm,  consent  should  be  sought  from 
both  an  understanding  subject  and  from 
a parent  or  guardian,  or  in  their  absence, 
another  legally  responsible  person. 

8*  Pharmaceutical  manufacturers 
sponsoring  investigations  in  prisons  must 
take  all  reasonable  care  to  assure  that  the 
facilities  and  personnel  used  in  the  con- 
duct of  the  investigations  are  suitable  for 
the  protection  of  participants,  and  for  the 
avoidance  of  coercion,  with  a respect  for 
basic  humanitarian  principles. 

9*  Sponsors  intending  to  conduct  non- 
therapeutic  clinical  trials  through  the 
participation  of  employee  volunteers 
should  expand  the  membership  and  scope 
of  its  existing  Medical  Research  Commit- 
tee, or  establish  such  an  internal  Medical 
Research  Committee,  with  responsibility 
to  approve  the  consent  forms  of  all 
volunteers,  designs,  protocols  and  the 
scope  of  the  trial.  The  Committee  should 
also  bear  responsibility  to  ensure  full 
compliance  with  all  procedures  intended 
to  protect  employee  volunteers’  rights. 

10  •Where  the  sponsor  obtains  medi- 
cal information  or  data  on  individuals,  it 
shall  be  accorded  the  same  confidential 


status  as  provided  in  codes  of  ethics  gov- 
erning health  care  professionals. 

11.  PMA  and  its  member  firms  accept 
responsibility  to  aid  and  encourage  ap- 
propriate follow-up  of  human  subjects 
who  have  received  investigational  prod- 
ucts that  cause  latent  toxicity  in  animals 
or,  during  their  use  in  clinical  investiga- 
tion, are  found  to  cause  unexpected  and 
serious  adverse  effects. 

12  • PMA  supports  the  exploration 
and  development  by  its  member  compa- 
nies of  more  systematic  surveillance  pro- 
cedures for  newly  marketed  products. 

13  •When  a pharmaceutical  manu- 
facturer concludes,  on  the  basis  of  early 
clinical  trials  of  a basic  new  agent,  that  a 
new  drug  application  is  likely  to  be  sub- 
mitted, a proposed  development  plan 
accompanied  by  a summary  of  existing 
data,  would  be  submitted  to  the  FDA. 
Following  a review  of  this  submission, 
the  FDA,  and  its  Advisory  Committee 
where  appropriate,  would  meet  with  the 
sponsor  to  discuss  the  development  plan. 
No  formal  FDA  approval  should  be  re- 
quired at  this  stage.  Rather,  the  emphasis 
should  be  on  identification  of  potential 
problems  and  questions  for  the  sponsor’s 
further  study  and  resolution  as  the  pro- 
gram develops. 

The  PMA  believes  that  health  profes- 
sionals as  well  as  the  public  at  large 
should  be  made  aware  of  these  13  points 
in  its  Policy  on  Clinical  Research.  For 
these  recommendations  envisage  con- 
structive, cooperative  action  by  industry, 
research  institutions,  the  health  profes- 
sions and  government  to  encourage  crea- 
tive and  workable  responses  to  issues 
involved  in  the  clinical  investigation  of 
new  products. 

Pharmaceutical  Manufacturers 
Association 

1155  Fifteenth  Street,  N.W 
Washington,  D.  C.  20005 
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THROMBOEMBOLIC  DISEASE: 

PROPHYLAXIS  AND  TREATMENT 


C.  McCOLLISTER  EVARTS,  M.D.* 


Thromboembolism  is  a frequently  lethal 
complication  of  a broad  spectrum  of  medical 
and  surgical  diseases.  It  is  one  of  the  most 
common  and  dangerous  of  the  complications 
occuring  in  patients  sustaining  skeletal  trauma 
or  after  elective  major  surgery.1012-35  Ev- 
idence is  accumulating  that  the  incidence  of 
pulmonary  embolism  is  actually  increasing 
with  a genuine  rise  in  fatal  pulmonary  em- 
boli.18-25 Pulmonary  emboli  represent  the 
leading  cause  of  hospital  admissions  for  respi- 
ratory disease,  excluding  pneumonia.  It  has 
been  estimated  that  thromboembolic  disease 
results  in  50,000  deaths  annually  in  the  United 
States. 

The  threat  of  embolism  is  greater  among  the 
elderly,  the  obese,  the  postoperative  ortho- 
paedic patient  who  requires  a period  of  im- 
mobilization, and  in  those  patients  with  severe 
underlying  systemic  diseases.5-6 

It  is  most  difficult  to  determine  the  true  in- 
cidence of  thromboembolic  disease.  A regional 

*Chairman,  Department  of  Orthopaedics,-  University  of 
Rochester  School  of  Medicine  and  Dentistry,  Rochester, 
New  York 

February,  1976 


variation  has  been  observed  with  the  problem 
occurring  in  a greater  extent  in  the  European 
countries  and  North  America  and  to  a lesser 
extent  in  Africa,  Asia,  and  South  America.32 

Past  clinical  impressions  regarding  the  in- 
cidence of  pulmonary  emholi  have  been  ex- 
tremely misleading.  Autopsy  examinations  per- 
formed in  hospitalized  patients  reveal  a 50% 
incidence  of  pulmonary  emboli.  Table  1 illus- 
trates the  high  incidence  of  thromboembolic 
disease  in  surgical  patients.  Certain  types  of 
patients  are  not  as  prone  to  develop  thrombo- 
embolism as  the  patient  who  has  sustained 
trauma  or  undergone  lower  extremity  surgery. 
However,  any  study  undertaken  on  the  inci- 
dence, prophylaxis,  and  treatment  of  thrombo- 
embolic disease  must  be  prospective  and  the 
diagnosis  must  be  established  by  phlebography 
and/or  1131  fibrinogen  uptake  studies. 

The  prevention  of  thromboembolism  is  much 
preferred  to  treatment  after  the  disease  has 
occurred.  It  has  been  shown  that  anticoagula- 
tion therapy  beginning  after  the  diagnosis  of 
deep  venous  thrombosis  may  not  significantly 
decrease  the  incidence  of  pulmonary  emboli.21 
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THROMBOGENESIS 

More  than  a century  ago,  Virchow  provided 
a conceptual  framework  of  thrombogenesis36 
that  remains  valid  today.  He  stated  that  throm- 
bosis results  from  changes  in  the  vessel  wall,  in 
blood  composition,  and  in  blood  flow  or  stasis. 
Since  then  progress  has  been  made  in  under- 
standing the  initiation  and  propagation  of 
venous  thrombi.  There  are  several  factors  that 
are  involved  in  the  formation  of  a deep  venous 
thrombosis;  these  include  changes  in  blood 
flow,  alterations  in  the  vessel  wall,  and 
changes  in  the  composition  of  the  blood  com- 
ponents. Therefore,  a variety  of  mechanisms 
may  initiate  the  clotting  process  or  determine 
the  response  of  a patient  to  thrombus  forma- 
tion and/or  subsequent  propagation  and  em- 
bolization. Recent  investigation  as  to  the  role 
of  the  platelet  has  identified  abnormalities  of 
platelet  adhesiveness,  survival  times,  and  an 
alteration  in  fibrinolysis  in  the  postoperative 
patient.4-  I4-20  The  available  evidence  suggests 
that  the  activation  of  a venous  thrombus  may 
follow  the  formation  of  a small  platelet  nidus. 
However,  the  exact  sequence  of  events  leading 
to  thrombus  formation  in  the  postoperative 
patient  or  the  post-traumatic  patient  has  not 
been  clearly  defined.  In  particular,  one  cannot 
identify  the  patients  in  whom  thrombi  will 
propagate  and  those  in  whom  embolization 
will  occur.  The  exact  pathogenesis  of  throm- 
bosis formation  in  specific  individuals  remains 
elusive  despite  extensive  experimental  work. 

TABLE  1. 

Thromboembolic  Disease 

Disorder  Percentage 


Hip  fractures 

54. 

Hip  replacement 

52. 

Open  prostatectomy 

50. 

Myocardial  infarction 

35. 

General  surgical  patients 

age  40 

28. 

Gynecological  patients 

20. 

With  greater  sophistication  of  the  identifica- 
tion of  deep  venous  thrombosis  using  venog- 
raphy, thermography  and  I 131  fibrinogen 
techniques  it  has  been  demonstrated  that  the 


thrombotic  process  actually  begins  during  sur- 
gery in  one  half  of  the  cases.  It  is  obvious  that 
if  a clot  begins  during  surgery  or  at  the  time 
of  trauma,  greater  attention  should  be  given 
to  the  administration  of  prophylactic  agents 
before  than  during  the  operative  procedure. 

Further  investigation  has  revealed  that  the 
clinically  significant  thrombi  are  composed  of 
a large  fibrin,  red  cell  coagulant,  and  that  the 
key  reaction  in  the  control  of  thrombin  forma- 
tion is  the  activation  of  Factor  X.38  Prophylac- 
tic regimes  have  been  directed  towards  effect- 
ing a decrease  in  the  formation  of  activated 
Factor  X. 

DETECTION 

It  has  finally  been  recognized  that  the  clin- 
ical signs  and  symptoms  of  deep  venous  throm- 
boembolic disease  are  notably  unreliable,  and 
one’s  diagnosis  cannot  be  based  on  clinical 
findings  alone.8  At  least  one  half  of  the  patients 
who  develop  deep  venous  thrombosis  are  not 
diagnosed  clinically. 

Venography  remains  the  standard  of  detec- 
tion.7 Another  technique  for  the  detection  of 
venous  thrombosis  in  the  lower  extremity  em- 
ploys radioactive  iodine  labeled  fibrinogen.  '•  15 
27, 29  The  accuracy  of  this  method  ranges  be- 
tween 90  and  95%  and  compares  favorably 
with  the  accuracy  achieved  by  venography.  It 
is  a non-invasive  technique  and  reliable  as  a 
screening  method.  However,  it  cannot  be  used 
in  the  vicinity  of  a large  wound  and  is,  there- 
fore, impractical  following  major  hip  surgery. 
It  cannot  detect  thrombosis  in  the  upper  thigh, 
iliac  or  deep  pelvic  veins.  Other  screening 
techniques  such  as  ultrasound  and  impedance 
phlebography  have  not  been  found  to  be  as 
accurate  as  either  venography  or  I 131  fibrin- 
ogen studies. 33- 34- 39 

In  addition  greater  sophistication  is  neces- 
sary in  the  recognition  of  pulmonary  embolism. 
Inaccurate  diagnostic  impressions  occur  when 
based  upon  the  usual  roentgenographic,  bio- 
chemical, and  electrocardiographic  criteria.30- 37 
Even  autopsy  studies  have  not  identified  the 
true  incidence  of  pulmonary  embolism.25 

Radioisotope  lung  scanning  has  been  em- 
ployed to  investigate  the  regional  pulmonary 
blood  flow  to  help  determine  the  presence  of 
perfusion  defects.  However,  it  is  difficult  to 
differentiate  the  causes  of  such  perfusion  de- 
fects. The  combination  of  a perfusion  defect,  a 
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normal  chest  roentgenogram,  and  signs  and 
symptoms  of  dyspnea,  tachypnea,  chest  pain, 
cough,  hemoptysis,  cyanosis,  tachycardia, 
fever,  and  early  heart  failure  are  highly  sugges- 
tive of  pulmonary  embolism. 

Pulmonary  angiography,  however,  remains 
the  most  accurate  diagnostic  method  of  detect- 
ing the  presence  of  a pulmonary  emboli.2 

Greater  emphasis  must  be  placed  on  the 
identification  of  pulmonary  emboli  in  patients 
in  the  hospital  population.  Figure  1 illustrates 
certain  guidelines  for  the  identification  of  pul- 
monary emboli  and  the  institution  of  treatment. 

PROPHYLAXIS 

Prevention  is  the  hallmark  of  the  treatment 
of  thromboembolic  disease.  It  should  begin  if 
embolism  has  occurred  especially  in  the  high 
risk  patient.  Such  a patient  population  would 
include  a multiply  injured,  obese,  elderly  per- 
son with  associated  cardiovascular  or  pulmon- 
ary disease  scheduled  for  a major  operative 
procedure.  With  the  recent  emphasis  placed 
upon  the  prophylaxis  of  thromboembolic  dis- 
ease several  studies  have  shown  that  two 


agents,  crystalline  sodium  warfarin  (Couma- 
din), and  low  molecular  weight  dextran,  an 
antiplatelet  agent,  reduce  the  incidence  of 
thromboembolic  disease.8-  13  Both  regimes  re- 
quire meticulous  attention  in  their  administra- 
tion. There  are  dangers  associated  with  both. 

The  following  regime  applies  to  the  use  of 
Coumadin:  On  the  evening  before  the  opera- 
tion the  patient  receives  10  mgs.  intramuscu- 
larly of  Coumadin.  On  the  day  of  surgery  5 
mgs.  is  usually  administered.  The  daily  main- 
tenance dose  ranges  from  5 to  7 mgs.  per  day 
administered  intramuscularly  until  the  patient 
is  able  to  take  medication  orally.  The  pro- 
thrombin time  should  be  maintained  at  l‘/2  to 
2 times  the  control  value.  The  use  of  sodium 
warfarin  is  contraindicated  in  patients  with 
hemorrhagic  disorders,  peptic  ulceration,  ac- 
tive liver  disease,  hematuria,  melena,  hemopty- 
sis, cerebral  insufficiency.  Other  drugs  in- 
cluding barbiturates  decrease  the  effectiveness 
of  Coumadin  while  aspirin  will  increase  its 
activity.  The  patient  anticoagulated  with  Cou- 
madin requires  stool  guaiac  examinations  pe- 
riodically, hematocrit  values  three  times  per 
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TABLE  2. 

Prevention  of  Thromboembolism 


No.  cases 

Deep  venous 

Pulmonary 

Total  cases 

LMWD 

thrombosis 

embolus 

Evarts,  1 971 8* 

106 

50 

7 

2 

Langsjoen,  1971  16 

73 

37 

0 

0 

Salzman  and  associates,  1971 30 

169 

49 

5 

2 

Harris  and  associates,  1972  11 

227 

113 

7 

2 

Evarts,  1974  9 

500 

500 

22 

_5 

1075 

749 

41  (5.7%) 

11  (1.5%) 

*Detection  of  deep  venous  thrombosis  by  venography.  Control  incidence  of  53.6% 
of  venous  thrombosis. 

+None  fatal 


week,  and  a prothrombin  time  daily  during 
hospitalization.  For  long  term  maintenance 
less  frequent  prothrombin  times  are  necessary. 
Hemorrhage  at  the  wound  site,  gastrointestinal 
bleeding  and  renal  bleeding  are  complications 
following  the  use  of  sodium  warfarin. 

Emphasizing  the  primary  role  of  the  platelet 
in  venous  thromboembolic  disease,  certain  in- 
vestigators have  used  dextran  as  a prophylactic 
agent.  The  clinical  dextrans  are  glucose  poly- 
mers containing  a broad  molecular  weight 
distribution;  low  molecular  weight  40,000 
average  molecular  weight;  clinical  dextran 

70.000  average  molecular  weight.  Low  molec- 
ular weight  dextran  results  in  a reduction  of 
platelet  adhesiveness  in  part  due  to  absorption 
on  the  platelets  and  alteration  of  their  mem- 
branes, interaction  with  the  plasma  proteins 
and  a coating  of  the  endothelial  walls.  There 
appears  to  be  no  difference  between  the  anti- 
thrombotic effects  of  low  molecular  weight 
dextran  in  comparison  with  clinical  dextran. 
The  efficacy  of  low  molecular  weight  dextran 
as  a prophylactic  agent  to  prevent  thromboem- 
bolic disease  has  been  demonstrated  in  clinical 
studies  (Table  2).8-  *7- 31 

Low  molecular  weight  dextran  must  be  ad- 
ministered before  surgery  and  continued 
during  and  after  surgery.  A suggested  regime 
is  to  begin  dextran  prior  to  the  operation,  con- 
tinue it  at  a rate  of  50  to  75  mis.  per  hour 
during  the  operation,  and  to  give  a total  of 

1.000  mis.  the  day  of  surgery.  This  dosage  is 
reduced  to  500  mis.  per  day  given  by  con- 
tinuous, slow  intravenous  infusion  for  a period 


of  five  to  six  days  until  the  patient  is  ambula- 
tory. If  the  patient  does  not  become  ambula- 
tory in  this  period  of  time,  then  Coumadin 
anticoagulation  is  begun  and  dextran  is  discon- 
tinued until  the  patient  is  ambulatory. 

The  contraindications  to  the  use  of  low 
molecular  weight  dextran  include  pulmonary 
edema,  congestive  heart  failure,  renal  failure, 
severe  dehydration,  and  allergic  reactions. 
Hypersensitivity  reactions  have  been  reported, 
but  almost  always  develop  in  the  first  few 
minutes  following  therapy.  The  cardiac  status 
of  the  patient  should  be  carefully  evaluated 
preoperatively  and  monitored  during  surgery 
and  the  postoperative  period.  Fluid  and  elec- 
trolyte balance  must  be  carefully  observed  if 
an  elderly  patient  is  being  given  low  molecular 
weight  dextran.  It  is  very  important  to  observe 
the  renal  profile,  and  if  chronic  renal  dysfunc- 
tion is  suspected,  dextran  should  not  be  used. 

An  exciting  and  efficacious  agent  for  the  pre- 
vention of  thromboembolic  disease  is  low  dose 
heparin.  1 1- 16. 28  Recently  it  has  been  demon- 
strated that  heparin  in  low  dosage  produces 
an  effective  antithrombotic  prophylaxis  in 
many  high  risk  patients.  The  anticoagulant 
effect  of  the  inhibitor  to  activated  Factor  X is 
markedly  influenced  by  trace  amounts  of  hep- 
arin. A recent  international  multicenter  study 
revealed  a reduction  in  thromboembolic  dis- 
ease in  patients  undergoing  general  surgical 
procedures  from  24  to  5%. 16  The  reduction  in 
pulmonary  embolism  in  this  group  was  from 
16  patients  to  2.  The  value  of  low  dose  heparin 
prophylaxis  is  not  yet  established  for  patients 
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undergoing  elective  orthopaedic  surgery,  lower 
extremity  trauma,  or  prostatectomy. 

The  suggested  dosage  of  heparin  is  5,000 
USP  units  of  heparin  subcutaneously  two 
hours  preoperatively  and  every  12  hours  for 
several  days  until  the  patient  is  ambulatory. 
A commercially  available  pre-packaged  hep- 
arin vial  with  an  attached  syringe  containing 
5,000  units  in  a .2  ml.  solution  will  soon  be 
available.  It  is  pertinent  to  note  that  monitoring 
of  low  dose  heparin  during  and  after  surgery 
is  not  required. 

Other  antiplatelet  drugs  including  aspirin 
have  been  suggested  to  prevent  thromboem- 
bolic phenomena.  However,  their  efficacy  has 
not  been  established  for  the  high  risk  patient. 

It  is  important  to  note  that  mechanical  pro- 
cedures including  elevation  of  the  bed,  early 
exercise  routines,  pneumatic  cuff  calf  compres- 
sion, and  electrical  calf  stimulation  may  aid 
in  the  prevention  of  thromboembolic  disease. 
Again,  their  efficacy  is  not  established  in  the 
high  risk  patient. 

TREATMENT 

As  soon  as  the  diagnosis  of  pulmonary  em- 
bolism is  established,  treatment  should  begin 
with  10,000  to  15.000  IU  of  heparin  (aqueous 
heparin  sodium  injection  administered  intra- 
venously every  4 to  6 hours  for  24  hours).  The 
dosage  of  heparin  is  then  decreased  to  5,000 
to  10,000  IU  administered  intravenously  every 
4 to  6 hours  for  48  hours.  The  dosage  of  hep- 
arin is  decreased  during  the  next  72  hours  and 
Coumadin  10  to  15  mgs.  per  day  for  7 days  is 
begun.  Coumadin  is  continued  for  3 to  6 
months. 

Infrequently,  pulmonary  embolectomy  may 
be  indicated.  Certain  indications  are  persistent 
hypotension,  persistent  cyanosis,  and  pulmon- 
ary arteriographic  evidence  of  massive  pul- 
monary embolism.19  The  initial  treatment  of  an 
acute  pulmonary  embolism  involves  closed 
chest  cardiac  massage,  the  immediate  intra- 
venous administration  of  heparin,  positive 
pressure  ventilation,  and  vasopressors.  If  the 
patient  survives,  then  pulmonary  embolectomy 
may  be  indicated.  Also,  select  patients  may 
require  venous  interruption.22-23  The  indica- 
tions for  this  procedure  are  suppurative  venous 
thromboembolism,  microembolic  clots  with 
cor  pulmonale,  failure  of  anticoagulants  to 


control  thromboembolic  episodes  and  in  pa- 
tients that  will  not  tolerate  anticoagulants  and 
antiplatelet  agents. 

The  administration  of  intravenous  heparin 
followed  by  oral  anticoagulants  represents  the 
cornerstone  of  the  treatment  of  pulmonary 
embolism.  The  failure  rate  of  anticoagulant 
therapy  including  recurrent  thromboembolism 
and  serious  hemorrhagic  complications  of 
treatment  is  less  than  10%  in  most  series.3  It 
has  been  noted  that  once  treatment  has  begun 
for  pulmonary  embolism  that  it  should  be 
continued  for  three  months.7 

CONCLUSION 

Thromboembolic  disease  ranks  among  the 
most  dangerous  and  common  complication  in 
the  postoperative  or  post-traumatic  patient. 
As  previously  mentioned,  the  incidence  is  in- 
creasing, and  fatalities  from  this  complication 
have  also  risen  substantially.  The  pathogenesis 
of  thromboembolic  disease  and  the  predict- 
ability of  its  occurrence  remains  elusive.  Based 
upon  evidence  that  suggests  that  the  throm- 
botic process  often  begins  during  surgery, 
greater  attention  should  be  given  to  the  use  of 
prophylactic  agents  before  and  during  the  op- 
erative procedure.  A search  continues  for  a 
safe,  oral  agent  uniformly  effective  in  pre- 
venting thromboembolism.  □ 
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EMOTIONAL  STRESS, 

AND  STAYING  UP  TO  DATE 

IN  THE  TREATMENT  OF  HEART  DISEASE 


AMBROSE  G.  HAMPTON,  JR.,  M.D.* 


The  American  Heart  Association  was  purely 
a scientific  organization  of  physicians  from 
1924  until  1948.  In  1948,  the  members  realized 
that  they  were  not  achieving  progress  and  that 
the  incidence  of  cardiovascular  disease  was 
vastly  increasing.  At  that  point.  Dr.  Paul  Dud- 
ley White,  along  with  other  cardiologists, 
agreed  that  if  the  American  Heart  Association 
were  ever  to  impact  this  problem,  if  more  and 
expanded  significant  work  were  to  be  accom- 
plished, a completely  new  approach  must  be 
taken.  It  was  at  that  point  that  the  Association 
was  renewed  and  reorganized  into  a volunteer 
health  organization  involving  other  scientists 
and  laymen  as  voluntary  partners  in  the  As- 
sociation. 

In  the  years  that  followed,  the  accomplish- 
ments were  astronomical.  Millions  of  dollars 
were  raised  and  applied  to  the  work;  the  em- 
phasis was  on  research.  The  American  Heart 
Association  took  the  leadership  role  in  organ- 
izing the  National  Heart  Institute.  More  re- 
search was  conducted  and  new  facts  poured 
forth.  In  South  Carolina,  those  internists  prac- 
ticing in  the  late  40’s  and  early  50’s  helped  con- 

*Dr. Hampton  is  a Cardiologist  in  Columbia  and  is  Pres- 
ident of  the  South  Carolina  Heart  Association,  1975-76. 


currently  to  establish  the  S.C.  Heart  Associa- 
tion as  an  affiliate  of  the  American  Heart 
Association.  These  concurrent  and  coordinated 
efforts  contributed  to  doubling,  tripling,  and 
quadrupling  the  body  of  knowledge  about  the 
human  heart  and  heart  diseases. 

In  the  sixties,  a backlog  of  new  knowledge 
had  accumulated.  New  techniques  and  revised 
approaches  to  heart  problems  now  needed 
translation  into  action. 

Here  in  S.C.,  the  Heart  Association  was 
reorganized  into  Task  Forces  of  physicians  and 
allied  health  specialists.  Each  addressed  itself 
to  a manageable  heart  problem  — a new  set  of 
facts,  and  to  the  responsibility  of  putting  these 
facts  into  practice. 

Typical  of  these  was  the  Heart  Task  Force 
on  Exercise  and  Heart  Disease.  Jogging  was 
popular;  researchers  and  physicians  lacked 
agreement  on  practical  and  safe  advice  for  the 
exercise  of  heart  patients,  as  well  as  for  the 
apparently  healthy  individual.  Clearly,  phy- 
sicians in  South  Carolina  needed  a better  pre- 
scription for  exercise  in  the  prevention,  evalu- 
ation and  treatment  of  heart  disease.  There- 
fore, the  Task  Force  of  S.  C.  volunteers  set  out 
to  meet  these  needs. 
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Fifty  recognized  authorities  on  the  subject 
of  Exercise  and  Heart  Disease  were  invited  to 
a four-day  conference  with  an  equal  number  of 
practicing  physicians.  This  was  in  1969.  After 
four  days  of  reporting,  discussing,  arguing  and 
compromising,  proceedings  based  upon  prac- 
tical agreement  were  published  as  a Supple- 
ment to  this  Journal.  The  Journal  edition  was 
such  a great  success  throughout  the  state,  the 
nation,  and  the  world,  that  the  Association  has 
never  been  able  to  get  out  of  the  business  of 
reprinting  and  distributing  the  “Exercise  Sup- 
plement.” Copies  were  requested  and  sent  all 
over  the  world.  The  demand  for  this  Journal 
Supplement  by  practicing  physicians  is  still 
great. 

The  1969  Conference  has  formed  the  basis  of 
better  practice  in  dealing  with  exercise  for  pa- 
tients the  world  over.  Here  in  South  Carolina, 
physicians  were  doubly  fortunate.  Many 
actually  participated  in  the  Conference  with 
the  experts  and  helped  distill  the  best  and 
newest  information  into  the  practical,  useable 
information  needed.  All  members  of  the  S.C. 
Medical  Association  received  the  proceedings 
as  a printed  Supplement  edition. 

In  a similar  approach  last  year,  the  medical 
leaders  of  the  S.C.  Heart  Association  noted  a 
need  for  help  in  the  area  of  “Emotional  Stress 
and  Heart  Disease.”  E.  Conyers  O’Bryan, 
M.D.,  the  S.C.H.A.  President,  took  action.  A 
Task  Force  was  appointed  and,  under  the 
Chairmanship  of  Grady  H.  Hendrix,  M.D., 
the  members  (consisting  of  cardiologists,  psy- 
chiatrists, and  allied  scientists)  thoroughly 
examined  the  needs  and  found  that  emotional 
stress  and  heart  disease  was  a risk  factor  poor- 
ly identified.  The  work  of  researchers  was  not 
in  a useable  form  for  the  physicians  in  clinical 
practice.  In  regard  to  emotional  stress,  our  fel- 
low practitioners  could  well  ask  for  a better 
method  of  diagnosis,  a more  precise  method 
for  intervention. 

Following  the  same  conference  format  used 
by  Loren  F.  Parmley,  M.D.,  and  his  Heart 
Association  Task  Force  on  Exercise,  the  Emo- 
tional Stress  Task  Force  set  out  to  bring  to- 
gether those  experts  in  “Stress”  research, 
those  who  were  widely  quoted  in  regard  to  per- 
sonality types  associated  with  heart  disease, 
with  the  pragmatic  clinicians.  The  response  to 
the  invitations  from  Dr.  Hendrix  was  gratify- 
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ing.  Their  conference  charge  included  the  As- 
sessment, Measurement  and  Definition  of 
Emotional  Stress,  Intervention  in  Emotional 
Stress,  Emotional  Stress  and  Hypertension, 
and  Emotional  Stress  and  Coronary  Heart 
Disease.  With  the  help  from  many  of  our 
companion  institutions,  including  the  National 
Heart  and  Lung  Institute,  a Stress  Conference 
was  planned  and  held  in  early  October,  1975, 
at  Myrtle  Beach. 

The  conference  strategies  applied  by  the 
Task  Forces  arrangement  were  geared  to 
taking  the  new  knowledge  on  these  subjects, 
conferring,  arguing,  and  working  together  for 
a consensus  and  then  translating  the  best  into 
understandable  directions  for  the  practitioner 
at  the  earliest  possible  date.  The  structured 
Stress  Conference  produced  immediate  results. 
Emotional  Stress  can  now  be  better  recognized 
and  managed  by  our  physicians  in  clinical  prac- 
tice. 

By  the  end  of  the  Conference,  researchers 
as  well  as  our  members  in  attendance  agreed 
that  Emotional  Stress  as  a risk  factor  can  now 
be  viewed  in  a better  light  than  ever  before. 
Through  the  published  results,  we  can  all  put 
this  new  knowledge  into  practice. 

The  proceedings  of  this  Stress  Conference 
are  being  sent  this  month  as  a Supplement 
edition  to  the  Journal.  Before  it  is  out,  we  have 
requests  for  it  from  as  far  away  as  Australia 
and  throughout  the  world.  Our  Journal  has 
again  achieved  some  international  prominence. 

Through  these  Task  Force  programs,  the 
Heart  Association  in  South  Carolina  is  as- 
sisting the  physician  to  stay  relevant  in  certain 
special  areas  of  practice.  It  is  appropriate  in 
this  month  of  February,  Heart  Fund  Month, 
that  we  commend  the  Heart  Association  for 
its  contribution  as  a linking  agent  in  staying 
up-to-date. 

The  Journal  Supplement  is  both  interesting 
and  helpful.  □ 
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THE  PRIVACY  ACT 
AND 

SOCIAL  SECURITY  DISABILITY 

FRED  H.  FELLERS,  M.D.* 


The  Privacy  Act  of  1974  passed  by  Congress 
in  December  1974,  and  signed  by  the  Pres- 
ident on  January  1,  1975,  became  effective  on 
September  27,  1975.  With  the  recent  imple- 
mentation of  the  Privacy  Act,  we  have  all  re- 
ceived considerable  information  regarding  vari- 
ous segments  of  the  Act.  Since  practically  all 
physicians  in  the  state  supply  vital  information 
to  the  Social  Security  Administration  to  deter- 
mine eligibility  for  disability  and  supplemental 
security  income  (formally  DPW  assistance),  it 
would  be  of  help  to  understand  how  the  act  ap- 
plies to  social  security  disability  cases.  The  Pri- 
vacy Act  reaffirms  the  confidentiality  of  so- 


*Medical Consultant,  Disability  Determination  Division. 
South  Carolina  Vocational  Rehabilitation  Department. 


cial  security  records,  though  it  does  make  im- 
portant changes  noteably  related  to  an  indi- 
vidual’s right  to  all  records  about  him  including 
medical  records  and  the  right  to  request  cor- 
rection or  amendments  of  the  record. 

The  amendment  may  take  the  forTn  of  cor- 
rections of  inadequate  information,  removal  of 
items  of  information  which  are  no  longer  rele- 
vant or  timely,  or  the  addition  of  information  to 
supplement  incomplete  information.  It  is  anti- 
cipated that  requests  for  corrections  or  amend- 
ments will  be  infrequent. 

In  view  of  the  confidential  nature  of  such  in- 
formation, the  request  and  authorization  must 
be  in  writing,  signed  and  dated  by  the  indivi- 
dual or  his  authorized  representative. 

Upon  request  for  disclosure  of  medical  infor- 
mation, the  record  will  be  reviewed  by  a med- 
ical consultant  to  determine  that  direct  disclo- 
sure of  this  information  will  not  be  likely  to 
have  an  adverse  effect  upon  the  individual.  If 
the  medical  consultant  should  determine  that 
direct  disclosure  of  the  individual’s  medical  in- 
formation to  him  would  be  likely  to  have  an  ad- 
verse effect  on  him,  or  is  uncertain,  the  med- 
ical information  will  not  be  disclosed.  The  indi- 
vidual will  be  requested  to  designate  in  writing 
a medical  representative  through  whom  med- 
ical records  may  be  disclosed.  Such  a represen- 
tative must  be  a medical  professional  who 
would  be  willing  to  receive  medical  informa- 
tion and  to  discuss  it  with  the  individual.  It  is 
anticipated  that  in  practically  all  cases,  this  in- 
dividual will  be  the  applicant’s  private  physi- 
cian. The  number  of  requests  from  individuals 
to  inspect  medical  reports  obtained  in  connec- 
tion with  their  disability  claim  is  expected  to 
be  relatively  small.  When  a great  majority  of 
requests  are  received,  the  individual  will  al- 
ready be  aware  of  the  information  in  his  med- 
ical record. 

At  the  time  the  application  for  benefits  is 
filed,  the  individual  is  given  the  opportunity  to 
sign  a consent  for  medical  information  ob- 
tained in  developing  the  case  being  sent  to  the 
individual’s  private  physician. 

Another  change  regards  confidential  or  re- 
stricted information.  No  pledge  of  confiden- 
tiality may  be  given  to  the  third  party  (inclu- 
ding medical  sources)  providing  information  to 
the  Social  Security  Administration  about  the 
individual,  except  in  investigative  and  pro- 
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grammed  integrity  fraud  activities.  If  medical 
information  is  received  with  restrictions  or  con- 
fidentiality indicated  on  the  report,  it  cannot  he 
accepted  and  will  be  returned  to  the  source 
with  a request  that  the  restrictions  be  removed. 
This  simply  means  that  the  Social  Security  Ad- 
ministration will  no  longer  be  able  to  accept  or 
use  information  obtained  in  reports  marked 
confidential  or  restricted  until  such  restrictions 
are  removed. 

The  new  information  disclosure  provisions 
do  not  change  the  way  physicians  should  com- 
plete medical  reports  in  connection  with  the 
patient’s  disability  claim.  As  always,  the  em- 
phasis is  on  the  type  of  objective  reporting, 
that  is  symptoms,  signs,  and  laboratory  find- 
ings relating  to  the  patient’s  condition  that  is 
required  for  impartial  disability  determination 
under  both  programs.  It  is  important  to  in- 
clude pertinent  negative  findings  as  well  as 
positive  findings  in  the  report.  If  certain  labora- 
tory proceedings  or  x-rays  are  deemed  ad- 
visable, but  are  not  available,  a statement  of 
this  fact  would  be  helpful  regarding  further 
evaluation. 

The  medical  report  should  be  sufficiently 
completed  so  that  medical  consultants  can 
draw  a firm  conclusion  from  the  positive  find- 
ings to  determine  whether  the  individual  meets 
the  requirements  for  disability  as  set  forth  in 
the  Social  Security  Act.  Although  you  may  not 


always  agree  with  the  decision,  you  must  re- 
alize that  requirements  are  set  by  law  and  all 
the  Social  Security  Administration  can  do  is 
follow  the  law  as  passed  by  Congress.  Since  the 
decision  of  disability  is  based  on  objective  med- 
ical evidence  only,  and  not  opinion,  he  should 
refrain  from  stating  opinions  on  the  report.  If 
opinions  are  included  in  the  report,  we  are  re- 
quired to  return  the  report  to  the  medical 
source  and  request  that  they  delete  the  opinion 
statement.  In  this  brief  article,  we  have  dis- 
cussed the  major  changes  in  the  Social  Security 
Disability  Program  brought  about  by  the  Pri- 
vacy Act  and  restated  the  important  underlying 
principles  of  the  disability  program. 

We  cannot  overemphasize  the  importance  of 
prompt,  complete  medical  reports.  With 
prompt,  complete  medical  reports  initially,  we 
eliminate  the  necessity  of  recontacting  the  phy- 
sician and  utilizing  his  valuable  time  obtain- 
ing additional  information.  We  realize  the  de- 
mands placed  on  the  physicians  of  the  state, 
but  with  their  understanding  and  cooperation, 
we  will  be  able  to  make  fair  and  just  decisions 
on  their  patient’s  disability  promptly.  We, 
at  the  administrative  level,  are  just  as  anxious 
for  a fair  and  just  decision  to  be  made  in  the 
case  of  your  patient’s  disability  as  you  as  a 
treating  physician  are.  Working  with  you  as  a 
team,  we  feel  that  this  can  be  accomplished 
within  the  guidelines  as  set  down  by  Congress. 

□ 
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CLINICAL  CONVENTION  OF  AMA 

Honolulu,  Hawaii 

November  30  - December  3, 1975 


HARRISON  L.  PEEPLES,  M.D.* 


ALOHA!  This  Hawaiian  expression  of  greet- 
ing or  farewell  somehow  seems  to  portray  the 
picture  held  in  the  minds  of  many  when  Hawaii 
is  mentioned.  It  says  “greetings  to  you,”  with  a 
ritualistic  presentation  of  leis,  from  the  Garden 
of  Eden  of  the  Pacific,  populated  by  beautiful 
grass-skirted  hula  dancers,  in  a land  of  per- 
petual springtime.  You  think  only  of  fun  and 
frivolity  and  it  calls  to  mind  the  words  of  the 
song,  “I  want  to  go  back  to  my  little  grass 
shack  in  Haulakahi  Hawaii,”  but  it’s  not  like 
that  everywhere.  A1  Harrington,  of  Hawaii 
Five  O fame,  says  “No  respectable  Hawaiian 
wants  to  go  back  to  ‘the  little  grass  shack’  - 
the  damn  thing  leaks.”  Honolulu  is  not  a Gar- 
den of  Eden  but  a tourist  mecca  like  Miami 
with  hotels  and  services  of  the  highest  quality 
designed  to  make  your  stay  a pleasant  one.  It’s 
not  all  fun  and  frivolities  for  the  delegates, 
they  have  figures  and  finances  and  the  future 
of  the  AMA  to  be  considered  and  that’s  the 
reason  for  being  in  Hawaii  anyway.  With  the 
group  travel  fare,  the  cost  to  this  ideal  spot 
(except  for  travel  time)  is  no  more  than  our 
continental  U.S.A.  meetings.  Many  did  take 
pre-  and  post-convention  tours  to  the  outer 
islands  that  did  show  the  “Garden  of  Eden” 
and  the  unearthing  of  the  pig  at  a luau  as  you 
would  expect  in  Aloha  land. 

*Member  of  the  SCMA  Council,  AMA  Delegate,  and 
practicing  physician  in  Hampton  County,  S.C. 


Attending  this  meeting  were  about  30  South 
Carolinians,  some  with  their  entire  family, 
along  with  your  official  family  of  Tucker  and 
Polly  Weston,  President  and  alternate  del- 
egate to  AMA;  Dessie  and  Mary  Elizabeth 
Gilland,  President-elect;  John  Hawk  (without 
Nancy  — ‘politicking’  at  home);  Bill  and  Ruth 
Perry,  Alternate  delegate,  Lib  and  I.  Charlie 
Johnson  was  unable  to  attend  because  of 
pressing  work  required  of  him  in  Columbia  at 
the  time.  He  was  missed  greatly,  not  only 
because  of  his  keen  mind  and  knowledge  of 
the  issues  and  intricacies  of  the  inner  workings 
of  the  AMA,  but  because  South  Carolina,  with 
their  ladies,  was  to  serve  as  host  and  hostess 
for  the  Southeastern  hospitality  suite  at  two 
receptions  for  the  officers,  delegates  and  alter- 
nates of  the  AMA.  Fortunately  Halsted  and 
Mary  Jo  Stone  filled  in  and  were  a great  assis- 
tance to  us. 

One  year  ago  in  my  report  to  you  I stated 
that  for  all  practical  purposes  the  AMA  was 
bankrupt  and  there  was  lack  of  common  pur- 
pose between  the  House  and  the  Board  of 
Trustees.  All  of  this  has  changed.  There  is 
now  a confident  Board  of  Trustees  with  a ded- 
icated Executive  Vice-president  (Jim  Sam- 
mons) that  has  the  support  of  the  House  of 
Delegates.  The  House  commended  the  board 
for  presenting  a succinct  1976  budget  antici- 
pating $53  million  in  revenue  and  $43  million 
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in  expenses.  A $10  million  expected  surplus 
even  though  the  revenue  is  based  on  an  ex- 
pected 11%  decrease  in  membership  because 
of  the  increase  in  dues  to  $250. 

The  expected  1976  budget  surplus  came 
about  by  reduction  of  services.  Journals,  and 
other  money-losing  publications,  plus  reor- 
ganization of  the  entire  operation  and  many 
other  cost-saving  steps  expedited  concurrently 
with  the  dues  increase.  When  you  review  the 
reduction  of  services,  it  is  evident  that  the 
AMA  has  not  backed  off  from  its  goals  of  im- 
proving health  care,  solving  public  health 
problems,  and  serving  as  an  advocate  for  pa- 
tients. However,  it  must  rearrange  and  has 
rearranged  its  priorities  and  direction  so  as  to 
survive  as  a viable  organization  that  is  able  to 
better  serve  the  people,  our  patients.  The  AMA 
must  support  and  defend  its  long-standing  pol- 
icy of  a system  of  free-market  medicine  based 
on  freedom  of  choice  for  both  the  physician 
and  the  patient,  fee  for  service  and  confiden- 
tiality. 

It  is  evident  that  many  of  the  laws  enacted 
or  bureaucratically  interpreted  are  not  in  the 
best  interest  of  patient  or  physician  and  to  be 
relieved  of  “intolerable  and  unwarranted  bur- 
dens” litigation  is  necessary.  The  AMA  has 
sued  the  government  three  times  and  expects 
another  suit  over  Health  Planning  Act  in  the 
near  future.  These  suits  involve  considerable 
sums  of  money  but  the  courts  seem  to  be  the 
last  resort  and  are  necessary  if  reasonableness 
fails. 

During  the  meeting  the  following  awards 
were  presented  or  authorized: 

Dr.  Benjamin  Rush  Bicentennial  Award  for 
Citizenship  and  Public  Service 
Francis  Edwin  West,  M.D.,  of  San  Diego, 
California,  received  the  1975  Dr.  Benjamin 
Rush  Bicentennial  Award.  The  Award  con- 
sisted of  a plaque  and  a $5000  stipend  from 
the  Dr.  Rodman  E.  Sheen  and  Thomas  G. 
Sheen  Trust,  administered  by  the  Guarantee 
Bank  of  Atlantic  City,  New  Jersey. 
Distinguished  Service  Aw  ard 
The  House  of  Delegates  selected  Calude  E. 
Welch,  M.D.,  of  Boston,  Massachusetts,  to 
receive  the  AMA  Distinguished  Service 
Award  to  be  presented  at  the  1976  Annual 
Meeting. 


Citation  of  a Layman  for  Distinguished  Service 
The  House  of  Delegates  selected  Paul  G. 
Rogers,  of  West  Palm  Beach.  Florida,  to  re- 
ceive the  AMA  Citation  of  a Layman  for  Dis- 
tinguished Service  to  be  presented  at  the  1976 
Annual  Meeting. 

A Memorial  Resolution  was  adopted  by  the 
House  of  Delegates  memorializing  Thurman 
D.  Givan,  M.D.,  of  Hilton  Head  Island,  South 
Carolina.  Dr.  Givan  was  a member  of  the  Med- 
ical Society  of  the  State  of  New  York,  a del- 
egate to  AMA  for  15  years.  He  had  retired 
from  active  practice  and  moved  to  Hilton 
Head.  This  resolution  was  introduced  by  the 
New  York  Delegation. 

REPORT  OF  THE  AMA  PRESIDENT 

Dr.  Max  H.  Parrott’s  presidential  address 
was  entitled  “The  Individual  Doctor:  He  Need 
Not  Walk  Alone.”  He  stated  that  “the  growing 
attack  on  the  physician  as  an  individual  and  on 
the  manner  and  spirit  in  which  he  practices” 
is  an  intimate  problem  facing  all  of  us.  “If 
forces  or  conspiracies  choose  to  ‘divide  and 
conquer’  medicine,  they  could  certainly  view  a 
barrage  against  the  individual  doctor  as  the 
most  effective  way  to  do  so.  And  if  any  forces 
choose  to  march  our  profession  toward  ever 
more  unreasonable  controls,  they  could  regard 
that  barrage  as  the  most  cunning  way  to  do  so. 
For  the  apparent  intent  of  the  assaults  is  not  to 
admonish  us  but  to  discredit  us  in  the  eyes  and 
ears  of  our  patients  whose  trust  in  us  has 
always  been  and  must  always  be  our  chief 
mainstay.”  He  states  that  “the  specific  accusa- 
tions are  extravaganzas  on  two  basic  charges: 
that  we  physicians  are  indifferent  to  the  pa- 
tient and  that  we  are  motivated  by  self  interest. 
We  modern  doctors  are  caught  in  a crossfire 
between  technical  progress  as  a blessing  and 
as  a curse.  Rapidly  expanded  technology  is  a 
principal  means  whereby  we  have  amplified 
our  medical  insight,  skill,  and  effectiveness. 
Yet,  by  its  very  nature,  it  can  depersonalize 
us  and  our  relations  with  the  patient  even  while 
serving  or  striving  to  save  him.  And  its  cost 
can  further  alienate  the  patient.  Deperson- 
alized and  costly  procedures  can  easily  be 
taken  for  an  indifferent  attitude. 

Today  it  is  no  longer  possible  for  a single 
physician  to  deliver  a total  medical  product. 
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The  South  Carolina  Regional  Meeting  of  the 
American  College  of  Physicians  will  meet 
March  12-14  at  the  Myrtle  Beach  Hilton  in 
Myrtle  Beach,  S.  C.  For  further  information 
contact  Roy  A.  Howell,  Jr.,  M.D.,  F.A.C.P.. 
210  Market  Street,  Bennettsville,  S.  C.  29512. 


Medical  practice  is  an  organizational  process 
that  involves  specialization  with  subdivisions 
of  our  labor  and  interdependence  of  personnel 
(para-medical  personnel  and  use  of  institu- 
tional equipment  and  personnel).  All  seems  to 
move  the  physician  away  from  the  ideal  doctor- 
patient  relationship.  In  this  context,  the  bigger 
the  complex,  ‘the  smaller  the  patient  can  feel 
as  a human  being.’  And  if  the  doctor  seems 
indifferent,  that  potential  fear  and  that  poten- 
tial distrust  can  be  all  the  greater. 

“Unless  present  day  Americans  feel  that  we 
are  guided  by  universal  verities  (such  as  truth 
and  justice  and  honor)  that,  for  us,  date  back 
to  Hippocrates  — then  we  will  be  judged 
strictly  by  particulars,  including  real  and  fan- 
cied instances  of  so-called  malpractice. 

“If  we  are  to  enable  patients  to  assess  the 
outcomes  realistically  and  in  the  light  of  our 
intentions,  perhaps  we  should  demonstrate  a 
greater  humility  toward  the  state  of  our  art. 
We  should  demonstrate  greater  humility  to- 
ward the  patient  through  doctor-patient 
rapport.  Ample  evidence  exists  that  a good  re- 
lationship with  our  patients  is  the  best  single 
defense  against  professional-liability  claims.” 

He  speaks  of  many  ways  the  AMA  can  and 
does  help  the  individual  physician  (and  there 
are  many).  There  are  two  outstanding  kinds  of 
action  that  it  can  only  encourage.  “One  is  a 
warm  relationship  with  his  patients,  which  can 
nullify  the  charge  of  indifference.  The  other  is 
a broad  professional  relationship,  which,  prop- 
erly directed,  can  do  much  to  annul  the  charge 
of  personal  self-interest.  The  AMA  has  stressed 
the  doctor-patient  relationship,  not  only  to 
physicians,  but  in  arguments  on  federal  legis- 
lation and  regulation.  For  that  rapport  is  the 
very  essence  of  the  system  of  care  that  we  are 
trying  to  preserve.” 


SUMMARY  OF  ACTIONS  OF  THE 
HOUSE  OF  DELEGATES 

For  the  sake  of  clarity  and  your  reading 
time,  the  summary  will  be  divided  into  five 
subject  areas  with  appropriate  sub-headings 
as  follows: 

A-Association  and  Internal  Matters  of  the 

House 

B -Physicians  and  Hospitals  and  Medicine 

Schools 

C -Physicians  and  the  Government 

D-Physicians  and  the  Public 

E Miscellaneous 

A.  ASSOCIATION  AND  INTERNAL 
MATTERS  OF  THE  HOUSE 

(1)  AMA  Organization  Structure 

The  Council  on  Long  Range  Planning  and 
Development  brought  before  the  House  21 
recommendations  with  regard  to  the  organiza- 
tional structure  of  the  AMA.  Many  of  these 
proved  to  be  the  most  controversial  matters  to 
come  before  the  House.  Of  the  21  recommen- 
dations presented,  3 were  rejected  outright,  4 
adopted.  10  were  adopted  but  amended  and  4 
were  referred  back  to  the  Council  or  Board  of 
Trustees. 

Among  the  recommendations  made  and  not 
accepted  were: 

(a)  Compulsory  joint  AMA  and  State 
Society  membership. 

(b)  Establish  an  additional  type  of  member- 
ship (affiliate) 

(c)  Reallocate  representation  in  the  House 
of  Delegates  with  at  least  2 members 
from  a State.  After  2250  State  Associa- 
tion members  (3  delegates)  a sliding 
scale  be  established  that  would  decrease 
voting  strength  of  large  states. 

The  net  effect  to  date  was  to  abolish  the 
position  of  Vice-president;  the  Speaker  and 
Vice-speaker  to  serve  on  the  Board  of  Trustees 
without  vote;  AMA  to  function  with  as  few 
Councils  (8)  as  possible  and  use  committees 
with  specific  goals  and  limited  time  frames  to 
address  specific  issues  whenever  possible,  and 
that  all  councils  be  councils  of  AMA,  not  of 
the  House  or  of  the  Board. 

CLRP  will  continue  to  study  the  organiza- 
tional structure  of  the  AMA  with  aim  of 
making  the  organization  more  efficient  and 
less  costly  in  its  operation. 
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(2)  1976  Budget  Projected 

A $10  million  surplus.  Of  great  importance 
is  the  method  now  used  to  compute  and  pre- 
sent the  budget.  It  is  Zero  Based  Budgeting 
(each  dollar  rejustified  annually  without  regard 
to  previous  budget). 

(3)  In  other  Action  on  Internal  Matters,  the 

House: 

(a)  Established  new  sections  on  emergency 
medicine  and  on  nuclear  medicine. 

(b)  Asked  that  billing  be  continued  to  those 
members  who  have  not  paid  the  man- 
datory $60  assessment  and  report  to 
the  House  at  the  Clinical  Session  1976 
so  that  the  status  of  members  who  have 
not  paid  can  be  determined. 

(c)  Ad  Hoc  committee  on  Internal  Affairs 
commends  the  Association  Officers, 
Board  of  Trustees  and  the  Administra- 
tion. 

(d)  Resolved  that  AMA  refrain  from  enter- 
ing into  contracts  with  HEW  that  would 
compromise  the  ability  of  the  associa- 
tion to  support  and  defend  the  private 
practice  of  medicine. 

(e)  Resolve  that  the  Board  of  Trustees 
give  high  priority  to  the  establishment 
of  a committee  on  Health  Fraud. 

B.  PHYSICIANS  AND  HOSPITATS 
AND  MEDICAL  SCHOOLS 

(1)  Collective  Bargaining  between  Interns, 
Residents  and  Hospitals 

The  House  concludes  that  interns  and  res- 
idents are  at  the  same  time  both  student  and 
employees.  As  employees  they  have  a legal 
right  to  organize  and  engage  in  collective  bar- 
gaining. A policy  is  adopted  that  declares  that 
it  is  appropriate  for  constituent  and  compo- 
nent medical  societies  to  aid,  assist  or  repre- 
sent interns  and  residents,  and  attending  phy- 
sicians individually  and  collectively,  in  re- 
solving disputes  with  hospitals  and  others. 
Such  activities  should  be  geared  to  achieve 
legitimate  objectives  without  sacrificing  the 
quality  of  graduate  medical  education  or  pa- 
tient care. 

(2)  Foreign  Medical  Graduates 

The  House  approved  a report  from  the  Board 
of  Trustees  which  sets  forth  specific  recom- 
mendations as  to  the  training,  licensure  and 


role  to  be  played  by  the  foreign  medical  grad- 
uate in  medical  education  and  health  care  in 
the  United  States.  It  covers  recommendation 
as  to  (a)  the  temporary  visitor  physician  (b) 
the  Foreign  National  physician  seeking  per- 
manent residence  (c)  the  U.  S.  Nationals 
studying  medicine  abroad  and  (d)  the  role  of 
U.S.  assistance  to  medical  education  in  devel- 
oping countries. 

This  policy  will  become  effective  when  ap- 
proved by  the  four  other  groups,  that,  with  the 
AMA,  make  up  the  Coordinating  Council  on 
Medical  Education.  It  recommends  two  year 
post-graduate  training  before  being  licensed  to 
practice  for  medical  graduates,  U.  S.  or  for- 
eign. The  entire  package  would  tend  to  slow 
the  influx  of  FMG’s  and  guarantee  that  those 
allowed  to  practice  are  competent  and  fluent 
in  English. 

(3)  Physician  Participation  on  Hospital 
Governing  Boards 

Resolved,  That  physicians  acting  as  spokes- 
men for  medical  staff,  to  hospital  governing 
boards,  should  be  elected  by  the  medical  staff. 

(4)  AMA  Support  of  JCAH 

The  House  urges  support  of  the  Joint  Com- 
mission on  Accreditation  of  Hospitals  in 
developing  a unified  accreditation  policy  with 
one  set  of  standards  to  be  administered  by  the 
JCAH,  and  urges  the  creation  of  coordinated 
program  of  hospital  surveys  to  avoid  duplica- 
tion and  reduce  the  frequency  of  hospital  in- 
spections. It  urges  that  this  be  done  on  a state 
basis  in  a manner  consistent  with  AMA  policy. 

(5)  In  Other  Action  Related  to  Physicians 
and  Hospitals  and  Medical  Schools,  the  House: 

(a)  Recommended  the  continued  morator- 
ium on  all  licensing  or  certification  in 
new  health  occupations  pending  the 
completion  of  two  additional  study  proj- 
ects. 

(b)  Agreed  for  the  Board  of  Trustees  to 
make  recommendations  as  to  how  Os- 
teopaths can  become  board  certified 
after  completion  of  AMA  approved 
residencies. 

(c)  Opposed  sex  discrimination  in  aca- 
demic institutions. 

(d)  Supported  the  principle  of  periodic 
evaluation  of  members  of  hospital  med- 
ical staffs;  and  the  responsibility  and 
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prerogative  of  the  Medical  Staffs  to 
determine  the  necessity,  frequency 
and  type  of  evaluation,  as  well  as  to 
recommend  to  the  governing  board 
the  extent  of  privileges  of  each  mem- 
ber of  the  medical  staff. 

C.  PHYSICIANS  AND 
THE  GOVERNMENT 

(1)  PSRO 

Several  resolutions  were  presented  in  an 
effort  to  modify  the  PSRO  law  or  to  delcare  a 
moratorium  on  the  further  development  of 
PSRO  pending  adequate  evaluation  of  con- 
ditional PSRO’s  now  in  existence.  The  House 
adopted  a resolution  urging  the  Board  of 
Trustees  to  vigorously  pursue  passage  of  the 
AMA  amendments  to  the  PSRO  law,  and  to 
ask  assistance  of  the  state  medical  associations 
in  the  campaign.  In  another  resolution  the 
House  urged  the  establishment  of  formal  liason 
and  communication  with  the  American  Asso- 
ciation of  PSRO  through  Ad  Hoc  committee 
on  PSRO,  or  other  appropriate  mechanism. 

(2)  Peer  Review,  Utilization  Review  and 
Physicians  Rights 

The  AMA  supported  the  right  of  individual 
physicians  to  voluntarily  elect  not  to  partici- 
pate in  government  revenue  programs,  which 
they  believe  conflict  with  principles  of  good 
medical  practice,  when  they  have  no  ethical 
or  contractural  obligation  to  such  programs.  It 
supported  compensation  of  physicians  for 
utilization  review  as  being  a legitimate  ex- 
pense. One  resolution,  referred  to  Council  on 
Medical  Service,  recommended  that  physicians 
participate  only  in  revenue  programs  spon- 
sored or  approved  by  organizations  represent- 
ing practicing  physicians. 

(3)  Discrimination  in  Section  224  (PL  92- 
603):  (“Economic  Index”  on  Medicare 
prevailing  charges) 

Resolved,  That  this  Association  take  all 
appropriate  action  to  see  a return  of  Medicare 
reimbursement  to  physicians’  usual,  cus- 
tomary reasonable  charges,  in  line  with  the 
programs  original  legislative  contract  to  its 
beneficiaries. 

(4)  Availability  of  Health  Services  in 
Rural  Areas 

A review  of  progress  was  made  in  alleviating 


health  manpower  shortages  in  rural  areas 
through  voluntary  methods,  and  recommended 
approaches  meriting  increased  future  emphasis 
and  continued  Association  opposition  against 
legislative  efforts  to  conscript  physicians  and 
other  health  professionals  for  service*  in  shor- 
tage areas.  The  House  recommends:  That, 
the  AMA  communicate  with  state  medical 
associations  suggesting  that  they,  through  their 
component  societies,  work  with  appropriate 
local  health  planning  bodies  to  assist  rural 
communities  in  a logical  health  service  area  to 
coordinate  and  share  their  health  resources 
on  a regional  basis. 

(5)  National  Health  Insurance  and/or 
Catastrophic  Insurance  Plan 

The  House  seems  to  sense  the  lack  of  desire 
among  the  delegates  to  really  support  any 
national  health  program  (even  its  own)  but 
reluctant  to  change  course  by  support  of  only  a 
catastrophic  plan  or  make  other  statements. 
It  did,  however,  offer  this  resolution:  Resolved, 
That  the  American  Medical  Association  makes 
it  clear  that  in  appropriate  utterances  and  pub- 
lications regarding  national  health  insurance 
that  HR  6222,  the  Comprehensive  Health  Care 
Insurance  Act  of  1975,  is  a national  health  in- 
surance program  which  is  based  on  the  pur- 
chase of  private  health  insurance. 

To  further  soothe  the  undercurrent  of  non- 
support for  any  national  health  insurance  plan 
the  House  referred  to  Council  on  Medical  Ser- 
vice recommendations  that  would  create  a spe- 
cial task  force  to  meet  with  and  to  encourage 
the  insurance  industry  to  offer  private  catas- 
trophic insurance  plans,  with  optional  front 
end  deductibles;  to  encourage  wide  advertising 
of  the  same;  and  to  request  HEW  to  utilize 
TV  spots  and  the  printed  media  to  extensively 
advise  the  public  of  catastrophic  coverage 
available  from  private  carriers. 

(6)  In  Other  Actions  Related  to  Physicians 
and  the  Government  (and  third  Parties), 

the  House: 

(a)  Restated  support  of  block  grants  for 
Medical  Schools  and  opposes  student 
payback  penalties. 

(b)  Urged  a close  tie-in  with  state  medical 
associations  in  all  legislative  programs. 

(c)  Restated  its  support  for  the  creation  of 
a cabinet  level  Department  of  Health 
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headed  by  a physician. 

(d)  Referred  to  the  Board  for  implementa- 
tion, if  feasible,  a request  to  convene  a 
“Bicentennial  Conference  on  Private 
Enterprise”  with  leaders  of  business 
and  industry  to  work  for  the  common 
good. 

(e)  Urged  support  of  action  to  curtail  ad- 
ministrative rule-making  in  the  Federal 
Register;  urge  support  of  AMA  devel- 
oped bill,  HR  10301. 

(f)  Urged  support  of  several  Bills  now  be- 
fore Congress  which  would  provide 
Federal  Funding  to  Schools  of  Med- 
icine for  Undergraduates,  Medical 
Education  and  Continuing  Education 
in  Geriatrics  as  part  of  the  Medical 
School  Curriculum. 

D.  PHYSICIANS  AND  THE  PUBLIC 

(1)  Medical  Discipline 

Adopted  the  establishment  of  an  Ad  Hoc 
Committee  on  Medical  Discipline  to  study 
numerous  aspects  of  medical  discipline,  re- 
quested that  the  House  of  Delegates  urge 
cooperation  by  state  and  county  medical 
societies  in  the  conduct  of  this  fact-finding 
study  and  urged  that  periodic  reports  updating 
the  data  concerning  medical  discipline  should 
become  a regular  function  of  the  AMA. 

(2)  Smoking 

Resolved,  That  the  American  Medical  Asso- 
ciation urge  physicians  to  continue  to  act  as 
non-smoking  exemplars  to  the  public. 

(3)  Automobile  Air  Bags 

The  AMA  endorsed  the  concept  of  research 
on  all  types  of  passive  and  active  passenger 
restraint  systems,  including  automobile  air 
bags. 

(4)  National  Rural  Health  Week 

The  AMA  expressed  its  appreciation  to  the 
President  and  Congress  for  initiating  the  desig- 
nation of  National  Rural  Health  Week  and 
asked  that  state  and  county  medical  societies 
be  urged  to  participate  in  the  activities  of  that 
Week. 

(5)  Public  Awareness  and  Education 

Resolved,  That  the  American  Medical  As- 
sociation augment  its  efforts  to  improve  the 


image  of  medicine  as  presented  in  television 
shows  and,  when  possible,  to  encourage  por- 
trayal of  the  positive  aspects  of  good  medical 
practice. 

E.  MISCELLANEOUS 
(1)  Professional  Liability 
The  entire  subject  of  professional  liability 
came  under  considerable  study  and  prolonged 
discussions.  The  House: 

(a)  Recommended  continued  AMA  mem- 
bership on  the  Medical  Liability  Com- 
mission. 

(b)  Reaffirmed  support  for  an  AMA  na- 
tional reinsurance  mechanism  and 
encouraged  the  AMA  National  Com- 
pany to  write  professional  liability  cov- 
erage on  a direct  or  primary  basis  to 
individual  physicians  in  all  states. 

(c)  Rejected  a proposal  to  incorporate 
provisions  for  adequate  professional 
liability  coverage  in  a national  health 
insurance  that  might  be  enacted  by  the 
Congress.  The  AMA  feels  strongly  that 
professional  liability  problems  are  most 
appropriately  handled  by  the  state 
rather  than  at  the  federal  level. 

(d)  Asked  the  AMA  to  reconsider  its  guide- 
lines for  reinsurance  coverage  which 
now  restricts  such  coverage  to  medical 
society  captive  insurance  companies 
with  3,000  or  more  physician  policy- 
holders. 


This  ends  my  second  report,  and  I must  re- 
state that  I am  encouraged  by  changes  I see 
in  the  AMA.  These  changes  include  becoming 
more  litigant,  attempting  to  create  a climate 
where  the  practice  of  medicine  is  unhampered 
by  artificially  imposed  burdens,  trimming 
“the  fat”  from  the  budget  and  maintaining 
an  efficient  staff.  The  message  from  the  grass- 
roots seems  to  be  that  the  AMA  is  an  organiza- 
tion dedicated  to  improving,  within  the  limits 
of  its  resources,  medical  services  to  the  public 
— our  patients.  It  seems  to  be  saying  that  we 
want  to  participate  in  the  solution  of  public 
health  problems  (most  are  not  medical,  but 
educational  or  socio-economic)  and  serve  as 
an  advocate  for  the  patient. 
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When  you  see  the  many  issues  facing  the 
AMA  in  medicine  and  the  allied  professions, 
plus  third  party  and  government,  it  is  easy  to 
realize  the  need  for  a strong,  viable  organiza- 
tion. The  membership  cost  is  worth  it.  I urge 
your  continued  support  and  seek  your  efforts 
to  have  others  join. 

Now,  we  need  leadership  directed  by  mes- 
sages from  “back  home”  — and  that’s  your  job 
and  mine.  Your  officers,  delegates  and  alter- 
nate delegates  encourage  you  to  let  us  know  of 
the  issues  that  concern  you.  I can  assure  you 
that  your  comments  and  suggestions  will  be 
promptly  and  properly  considered. 

ALOHA!  — See  you  in  May.  □ 


In  Memoriam 

Dr.  James  L.  Martin,  78,  of  Mullins,  S.  C. 
Retired  physician  and  surgeon  and  founder  of 
Martin  Hospital. 
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* PROFESSIONAL  SECRETARIES 
REGISTER 

^ SPECIALIZING  IN  SKILLED,  EXPERIENCED,  TEM- 
PORARY SECRETARIAL  SERVICES  FOR  THE  LE- 
GAL AND  MEDICAL  PROFESSIONS 

MEDICAL  AND  LEGAL  TRANSCRIPTION  SERVICE 
254-7847  1 427  PICKENS  ST. 


\A  unique  hospital  specializing  in  treatment  of .. . 


ALCOHOLISM 
DRUG  ADDICTION 


In  this  restful  setting  away  from  pressures 
and  free  from  distractions,  the  Willingway 
staff,  with  understanding  and  compassion, 
carries  out  an  intensive  program  of 
therapy  based  on  honesty  and  responsi- 
bility. The  concepts  and  methods  are  ori- 
ginal, different  and  have  been  highly  suc- 
cessful for  fifteen  years. 

John  Mooney,  Jr.,  M.D.,  Director 
Dorothy  R.  Mooney,  Associate  Director 


311  JONES  MILL  RD.,  STATESBORO,  GA.  30458  TEL. (912)  764-6236 
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Dear  Fellow  Physicians: 

I had  the  pleasure  of  joining  more  than  700  fellow  medical  society  representatives  last  month 
at  the  AMA  National  Leadership  Conference.  With  desire  to  “keep  moving”  and  enthusiasm  to 
meet  new  challenges,  we  discussed  HEW,  the  National  Health  Planning  and  Resources  Develop- 
ment Act,  the  Federal  Trade  Commission  and  AMA’s  ethical  ban  on  advertising,  and  a National 
Advisory  Committee  on  Ethics. 

HEW  Secretary  F.  David  Matthews  called  for  open  communication  between  the  AMA  and 
his  department.  Expressing  a desire  to  improve  relations  between  that  government  agency  and  the 
medical  profession,  Matthews  said  that  he  “looks  forward  to  a continuing  partnership  with  the 
AMA.”  Also  calling  for  cooperation  between  the  AMA  and  a government  organization  was  Dan 
Rostenkowski  ( D-Ill. ),  chairman  of  the  House  Ways  and  Means  Committee’s  Subcommittee  on 
Health.  He  welcomed  our  “leadership  and  assistance”  to  his  panel  as  it  attacks  health  care  costs. 

Unfortunately,  there  seems  to  be  little  chance  for  cooperation  between  HEW  and  AMA  re- 
garding the  National  Health  Planning  and  Resources  Development  Act.  The  Association’s  EVP 
termed  the  act  “the  single,  most  potentially  destructive  piece  of  medical  legislation  ever  enacted 
by  Congress.”  Consequently,  the  AMA  intends  to  file  suit  challenging  the  constitutionality  of  the 
act.  Speaking  at  a seminar  that  included  Eugene  Rubel,  the  HEW  administrator  of  the  planning 
law,  Dr  Sammons  said: 

“The  AMA  has  cooperated  with  government,  and  I believe  our  record  shows  that  we 
have  stood  up  and  been  counted  in  support  of  reasonable  government  involvement  in 
health  care.  We  intend  to  communicate  and  cooperate  with  government.  If  that  commu- 
nication must  take  place  in  a courtroom,  rather  than  a conference  room,  so  be  it.” 
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We  also  discussed  the  Federal  Trade  Commission’s  complaint  that  the  AMA’s  ethical  ban  on 
the  solicitation  of  patients  is  in  restraint  of  trade.  Newton  N.  Minow,  Chicago  attorney  and  former 
chairman  of  the  Federal  Communications  Commission,  who  is  handling  the  case  for  the  AMA, 
said  the  Association  will  take  the  position  that  certain  kinds  of  not-for-profit  organizations  are 
outside  the  jurisdiction  of  the  FTC.  He  noted  that  the  action  on  “advertising”  is  part  of  a larger 
effort  by  the  FTC  to  break  down  the  learned  professions’  exemption  from  antitrust  laws.  The  com- 
plaint, he  said,  is  an  “example  of  the  clash  between  governmental  mass  ‘solutions’  and  indi- 
vidualistic professional  values.  The  FTC  seeks  to  analogize  medical  services  which  are  tailored  to 
the  specific  needs  and  circumstances  of  an  individual  patient  to  mass  marketed  consumer  products 
such  as  soap  and  deodorant.” 

At  the  October  1975  AMA  Board  of  Trustees  meeting  a National  Advisory  Committee  on 
Ethics  was  formed.  At  the  Leadership  Conference,  chairman  and  president  of  Pitney  Bowes  Cor- 
poration Fred  T.  Allen,  who  will  head  the  independent  public  service  AMA  committee,  described 
its  role: 


“Our  purpose  is  to  call  attention  to  the  importance  of  the  ethical  underpinnings  of  busi- 
ness, law,  medicine,  journalism,  education  in  fact,  our  whole  society.  Without  a per- 
vasive pattern  of  individual  honesty  a free  society  cannot  function.” 

During  the  conference  we  became  keenly  aware  of  the  challenges  facing  the  medical  profes- 
sion today.  Times  change.  Issues  change.  And  the  demands  and  pressures  of  modern  medical 
practice  are  very  different  from  the  responsibilities  of  the  country  physician  thirty  years  ago. 

To  meet  these  demands  and  pressures,  leaders  must  remain  dynamic  and  responsive.  We  must 
keep  moving.  With  these  thought  in  mind  we  closed  our  conference  and  left  the  Windy  City  of 
Chicago. 

Sincerely, 

C.  Tucker  Weston,  M.  D. 

President 
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A NEED  FOR  YOUR  PATIENT 
BECAUSE 

1 . Therapeutically  effective 

2.  Little  to  no  CNS  stimulation 

3.  Little  to  no  gastric  upset 

4.  Effective  during  long-term  therapy 

5.  Only  1/5  the  toxicity  of 
theophylline  or  aminophylline1 23 
(based  on  animal  studies) 
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WOMAN’S  AUXILIARY 

TO  THE 

SOUTH  CAROLINA  MEDICAL  ASSOCIATION 


Greetings, 

The  center  of  activity  for  the  South  Carolina 
Medical  Auxiliary  for  the  past  several  months 
has  been  Columbia.  We  have  been  busy  help- 
ing plan  the  South  Carolina  Governor’s  Con- 
ference on  Child  Protection  which  will  be  held 
March  1 1,  1976  at  the  Carolina  Inn  in  Colum- 
bia. We  are  pleased  to  be  working  with  the  gov- 
ernor's staff,  the  Department  of  Social  Ser- 
vices and  a number  of  other  agencies  in  this 
most  worthwhile  endeavor.  To  the  best  of  our 
knowledge  this  will  be  the  first  governor’s 
conference  anywhere  on  this  theme.  Each 
County  Medical  Society  is  being  asked  to  send 
two  delegates  to  the  Conference.  You  will  be 
hearing  more  details  soon.  We  appreciate  the 
support  of  the  South  Carolina  Medical  Asso- 
ciation for  this  project. 

We  are  so  pleased  with  the  work  of  the 
County  Auxiliaries.  At  the  Fall  Board  Meeting 
of  the  Auxiliary  some  36  different  health  ser- 
vice projects  were  reported  in  progress  in  the 
counties.  The  projects  are  most  varied:  screen- 
ing for  high  blood  pressure  and  for  visual  and 
auditory  defects;  helping  to  staff  a blood  bank, 
providing  a sitting  service  for  abused  children 
who  are  in  the  hospital;  a swim  program  for  re- 
tarded children;  meals  on  wheels  for  preemies. 
I wish  I could  name  all  36. 

At  the  SCMA  Auxiliary  Fall  Board  Meeting, 
Dr.  J.  D.  Gilland,  president-elect  of  the  SCMA, 
requested  that  the  Auxiliary  make  a special  ef- 
fort to  get  new  members  and  to  organize  new 


auxiliaries.  In  response  to  Dr.  Gilland’s  request 
the  president  of  each  County  Medical  Society 
that  does  not  have  an  organized  Auxiliary  has 
received  a letter  from  Mrs.  Rufus  Cain,  First- 
Vice-President  and  Membership  Chairman,  re- 
questing the  name  and  address  of  the  spouse 
of  one  of  the  society’s  members  to  be  a contact 
person  for  the  SCMA  Auxiliary.  Also,  she  re- 
quested that  at  one  of  the  society’s  meet- 
ings, spouses  of  members  be  invited  to  meet 
with  a member  of  the  SCMA  Auxiliary  Mem- 
bership Committee.  At  this  meeting  an  Auxil- 
iary representative  would  give  an  overall  view 
of  auxiliary  activity,  including  opportunities  of 
organized  membership,  to  the  spouses  present. 

The  SCMA  Auxiliary  membership  commit- 
tee met  at  the  SCMA  Association  headquarters 
on  Friday,  January  9 to  make  plans  to  meet 
with  several  groups  to  try  to  organize  new  aux- 
iliaries. At  present  we  have  only  19  counties  or- 
ganized into  14  auxiliary  units:  Anderson, 
Charleston,  Colleton,  Edisto-Orangeburg 
(which  includes  the  counties  of  Orangeburg, 
Calhoun  and  Berkley),  Greenville,  Greenwood, 
Fancaster,  Newberry,  Oconee,  Pickens,  Rich- 
land (includes  Fexington),  Spartanburg,  Sum- 
ter, Clarendon,  Fee  and  York.  By  the  time  of 
the  State  Convention  in  May  we  hope  to  have 
at  least  two  new  auxiliaries. 

Sara  Shingler 

President 

WA-SCMA 
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A PARTNERSHIP  IN  CHILD 
PROTECTIVE  SERVICES 

ANN  SULLIVAN* 


A description  of  the  cooperative  efforts  be- 
tween the  South  Carolina  Medical  Auxiliary 
and  the  South  Carolina  Department  of  Social 
Services. 1 

In  many  parts  of  the  United  States  social 
service  agencies  are  finding  it  increasingly 
difficult  to  generate  the  necessary  community 
support  for  their  programs.  Consequently,  their 
programs  are  suffering  for  lack  of  adequate 
money,  staff,  and  training. 

At  the  same  time,  the  medical  community 
is  being  accused  of  abdicating  its  responsibility 
in  the  area  of  abuse  and  neglect  of  children. 

A notable  exception  to  these  general  pat- 
terns has  been  the  coordination  of  efforts  de- 
veloped during  the  past  two  years  between 
the  South  Carolina  Medical  Auxiliary  and  the 
South  Carolina  Department  of  Social  Ser- 
vices.2 Even  though  agencies  are  facing  ex- 
tremely tight  budgets  today,  the  cooperation 
described  in  this  article  demonstrates  that 
there  are  still  ways  of  significantly  improving 
services  to  children  which  do  not  require  the 
expenditure  of  large  additional  sums  of  money. 
The  experience  of  these  two  groups  in  South 
Carolina  may  provide  a guide  for  other  states 
wishing  to  form  similar  partnerships  directed 
toward  improving  child  protective  services. 
BACKGROUND 

The  coordination  began  in  October  1973, 
with  three  separate  but  significant  events. 
First,  several  officers  of  the  South  Carolina 
Medical  Auxiliary  traveled  to  Dallas,  Texas  to 
participate  in  a regional  workshop  for  medical 
auxiliaries;  there  they  learned  that  child  abuse 
and  neglect  was  to  be  a national  priority  for 
the  auxiliaries  for  the  coming  year.  The  South 
Carolina  delegation  decided  that  they  could 
be  of  most  service  by  sponsoring  a state-wide 
conference  on  child  abuse  in  early  1974. 

At  about  the  same  time,  the  South  Carolina 
Department  of  Social  Services,  recognizing 

*Project  Administrator,  Preventive  and  Protective  Services 
Section  Children  and  Family  Services  Division,  S.C.  De- 
partment of  Social  Services 
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the  need  for  additional  staff  training  in  the  area 
of  abuse  and  neglect,  was  in  the  process  of 
contacting  various  experts  of  national  reputa- 
tion who  might  be  able  to  assist  with  initiating 
such  training. 

By  coincidence,  during  the  same  month. 
Charleston,  South  Carolina  was  the  host  city 
for  the  annual  meeting  of  the  American  Hu- 
mane Association,  with  Dr.  Vincent  DeFrancis, 
Director  of  the  Children’s  Division  of  the 
American  Humane  Association,  chairing  that 
portion  of  the  meeting  concerned  with  services 
to  abused  and  neglected  children. 

Each  group  approached  Dr.  DeFrancis  in- 
dependently during  the  meeting:  the  Medical 
Auxiliary  wanted  his  help  in  sponsoring  a 
conference  on  child  abuse,  and  the  Depart- 
ment of  Social  Services  wanted  his  help  in  pro- 
viding staff  training  in  protective  services. 
After  meeting  with  each  group.  Dr.  DeFrancis 
suggested  that  the  two  groups  work  together 
toward  the  common  goal  of  better  protective 
services  for  the  children  of  South  Carolina. 
THE  SOUTH  CAROLINA  FORUM 
ON  CHILD  PROTECTION 

Following  Dr.  DeFrancis’  suggestion,  the 
groups  met  to  discuss  their  mutual  interests 
in  child  abuse  and  neglect.  This  meeting  re- 
sulted in  an  initial  agreement  to  co-sponsor  a 
state-wide  protective  services  conference, 
which  would  be  a beginning  effort  to  train 
staff  while  at  the  same  time  informing  the  pub- 
lic. 

Neither  group  had  had  any  experience  work- 
ing with  the  other,  and  there  were  some  mis- 
givings on  both  sides.  The  “welfare”  personnel 
at  times  expressed  traditional  resistance  to 
working  with  volunteers  and  questioned 
whether  they  would  really  carry  through  with 
their  commitment;  and  occasionally  the  Med- 
ical Auxiliary  wondered  whether  it  wouldn’t 
have  been  simpler  to  have  presented  their 
Forum  separately.3  But  the  misgivings  proved 
unfounded,  and  the  initial  agreement  became 
the  first  of  what  would  become  a significant 
number  of  cooperative  efforts. 

Through  a series  of  planning  meetings  held 
in  November  and  December  of  1973  the  outline 
of  the  Forum  began  to  take  shape,  with  the 
respective  roles  of  each  group  being  clarified 
during  this  process. 

The  South  Carolina  Medical  Auxiliary  ac- 


cepted primary  responsibility  for  planning  the 
conference.  Specifically,  they  took  the  lead  in 
arranging  for  the  financial  sponsorship  of  the 
conference,  for  inviting  the  selected  speakers, 
and  for  coordinating  publicity,  printing,  local 
arrangements,  and  registration.4 

The  major  contribution  of  the  Department  of 
Social  Services  was  to  assist  with  development 
of  a budget  for  the  conference  and  to  function 
as  a program  committee  in  recommending 
appropriate  content  for  the  conference,  names 
of  possible  major  speakers,  and  names  of  in- 
dividuals who  could  serve  as  small  group  dis- 
cussion leaders.5 

Other  key  agencies  and  groups  throughout 
the  state  were  invited  to  participate  either  as 
co-sponsors  or  as  supporting  agencies.6  Co- 
sponsoring agencies  provided  partial  financial 
support,  whereas  supporting  agencies  did  not. 
Both  groups,  however,  agreed  to  assist  with 
distribution  of  the  conference  programs  within 
their  respective  agencies  and  to  encourage 
staff  attendance  at  the  conference. 

The  first  state-wide  Forum  on  Child  Protec- 
tive Services  in  South  Carolina  was  held  in 
Columbia  on  March  14,  1974. 

Over  650  individuals  participated  from 
eleven  different  professional  disciplines  and 
community  volunteer  groups.  Dr.  Eli  New- 
berger.  Director  of  the  Children’s  Hospital 
Medical  Center  in  Boston,  delivered  the  major 
morning  address  to  the  conference,  with  Dr. 
DeFrancis  serving  as  the  keynote  speaker  for 
the  afternoon  session.7 

This  conference,  which  was  soon  followed  by 
other  joint  efforts  and  by  intensive  work  by 
protective  services  staff  throughout  the  state 
would  increase  the  number  of  reports  received 
by  the  South  Carolina  Department  of  Social 
Services  from  104  to  4730  in  just  twelve 
months. 

MULTI-DISCIPLINARY  TRAINING  FOR 
PROFESSIONAL  PERSONNEL 

Following  the  very  positive  reaction  to  the 
March  conference,  there  was  general  consen- 
sus that  the  cooperative  effort  should  continue. 
In  early  April,  a meeting  was  held  to  discuss 
other  projects  which  might  be  undertaken  to- 
gether. The  conclusion  of  this  meeting  was 
that  activities  should  continue  on  two  levels: 
Staff  Training  and  Public  Education.8 

It  was  decided  that  the  next  appropriate  step 
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would  be  a three-day  training  session,  original- 
ly discussed  before  the  March  Forum,  and  that 
the  training  should  involve  both  professionals 
from  a variety  of  disciplines  and  volunteers. 
Again  the  role  of  the  Medical  Auxiliary  was  to 
provide  financial  sponsorship,  invite  the  train- 
ers, and  encourage  involvement  of  staff  from 
other  agencies.  Agency  protective  services 
personnel  were  responsible  for  selecting  a 
site  for  the  training  (which  would  be  both  low 
cost  and  conducive  to  learning),  and  for 
making  arrangements  for  Department  of  So- 
cial Services  staff  to  participate  in  the  training 
at  agency  expense.  A minimal  registration  fee 
was  used  to  purchase  basic  protective  services 
literature  from  the  American  Humane  Associa- 
tion for  each  of  the  participants.  Dr.  DeFrancis 
agreed  to  return  with  two  members  of  his 
training  staff.  Dr.  Alexander  Zaphiris  of  the 
University  of  Denver,  and  Mr.  Wilson  McKer- 
row  of  Chapel  Hill,  North  Carolina. 

As  a result  of  this  second  cooperative  effort, 
a three-day  workshop  was  held  at  Hickory 
Knob  State  Park  on  May  6-8,  1974.  Over  220 
professionals  and  volunteers  took  part  in  this 
training:  public  health  nurses,  school  nurses, 
emergency  room  personnel,  hospital  social 
service  staff  members,  family  service  workers, 
adoption  workers,  and  law  enforcement  per- 
sonnel. as  well  as  twenty  Medical  Auxiliary 
volunteers  and  approximately  one  hundred 
agency  protective  services  workers  and  super- 
visors. 

ESTABLISHMENT  OF 
MULTI-DISCIPLINARY  COMMITTEES 

Consistent  with  the  Medical  Auxiliary  role 
as  catalyst,  the  third  phase  of  the  coordinated 
effort  was  marked  by  increasing  momentum 
within  both  the  Medical  Auxiliary  and  the 
South  Carolina  Department  of  Social  Services. 

While  the  multi-disciplinary  training  was 
being  arranged,  parallel  planning  was  also 
being  done  by  the  two  groups  as  a part  of  the 
continuing  effort  to  increase  public  awareness 
of  abuse  and  neglect. 

It  had  been  decided  following  the  state-wide 
conference  that  similar  public  meetings  should 
be  held  in  the  larger  South  Carolina  commu- 
nities to  focus  on  the  problem  of  abuse  and 
neglect  within  a given  locality  and  to  begin  to 
coordinate  the  available  community  resources 
toward  the  goal  of  better  services  to  these 


children  and  their  families.  In  order  to  accom- 
plish this  goal,  it  was  decided  that  multi- 
disciplinary committees  should  be  established. 
They  would  be  composed  of  key  people  within 
a given  community  involved  in  the  manage- 
ment of  abuse  and  neglect:  medical,  legal, 
social  service,  education,  and  law  enforcement 
personnel.  It  was  anticipated  that  by  gathering 
these  individuals  together  on  a regular  basis 
the  necessary  communication  and  coordination 
of  effort  could  be  developed  and  the  commu- 
nity education  workshops  could  be  planned. 

Whereas  the  first  joint  effort  had  been  rather 
halting  and  laborious  and  had  taken  nearly 
five  months  to  complete,  multiple  changes 
began  to  be  visible  within  a short  period  of 
time.  For  example,  within  the  Medical  Aux- 
iliary: 

1.  At  their  annual  meeting  in  May,  the 
Medical  Auxiliary  voted  to  continue  the 
child  protective  services  project  for  a second 
year. 

2.  Between  April  and  September  of  1974 
Charleston,  York,  and  Spartanburg  counties 
formed  the  first  three  community  multi- 
disciplinary committees. 

3.  In  October  1974  the  first  community  edu- 
cation conference  was  held  in  Rock  Hill, 
South  Carolina  with  over  260  individuals 
attending.  This  was  followed  by  an  excel- 
lent community  education  meeting  in  Spar- 
tanburg in  January  1975  with  over  300  peo- 
ple participating,  and  a meeting  in  February 
in  Charleston  with  over  150  professionals 
from  the  fields  of  medicine,  law,  and  socials 
services  taking  part. 

4.  During  December  through  March,  three 
multi-disciplinary  committees  were  estab- 
lished in  Greenville,  Sumter,  and  Horry 
counties.9 

Similarly,  many  developments  were  occur- 
ring within  the  South  Carolina  Department 
of  Social  Services: 

1.  In  May  1974  the  child  abuse  and  neglect 
reporting  form  was  revised  to  conform  more 
closely  with  the  existing  reporting  law; 
more  accurate  data  could  now  be  collected 
about  the  actual  incidence  of  abuse  and  neg- 
lect in  the  state. 

2.  In  June  1974  the  Staff  Development  and 
Training  Division  selected  protective  ser- 
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vices  as  a priority  training  area  for  the  cur- 
rent fiscal  year. 

3.  Since  the  staff  involved  in  program  de- 
velopment was  convinced  that  specialization 
was  a necessary  prerequisite  for  offering 
quality  protective  services,  administrative 
approval  was  obtained  to  establish  special- 
ized units  with  full-time  protective  services 
workers  as  a pilot  project  in  the  thirteen 
counties  of  South  Carolina  having  the  high- 
est reported  incidence  of  neglect  and  abuse. 
This  project  was  initiated  in  July  1974. 

4.  In  August  1974  all  caseworkers  and  su- 
pervisors from  the  thirteen  counties  having 
specialized  protective  services  units  par- 
ticipated in  a three-day  workshop  focusing 
on  intervention  with  families  of  abused  and 
neglected  children. 

5.  From  September  through  February  1975 
state  office  protective  service  personnel 
spent  much  time  helping  establish  multi- 
disciplinary committees,  participated  in 
planning  meetings,  and  served  as  speakers 
for  the  several  community  education  meet- 
ings. County  personnel  became  active  par- 
ticipants in  their  respective  multi-disciplin- 
ary committees  and  assumed  joint  leader- 
ship with  the  medical  auxiliaries  in  con- 
ducting community  education  projects. 

6.  In  March  1975  the  same  three-day  train- 
ing program  which  had  been  offered  in  Au- 
gust to  the  13  counties  with  specialized  units 
was  presented  to  the  county  supervisors 
from  the  remaining  33  counties.10 

7.  In  July  1975  Dr.  Zaphiris  returned  to 
present  a three-day  workshop  on  supervi- 
sion in  protective  services  to  supervisors 
from  all  46  counties.  This  training  was  video- 
taped and  will  be  edited  for  use  in  a variety 
of  settings.11 

In  May  1975  the  Medical  Auxiliary  voted 
to  continue  the  child  protection  project  for  a 
third  year,  and  in  June  a planning  meeting 
was  held  to  discuss  possible  projects  for  the 
coming  year.  At  the  present  time,  the  South 
Carolina  Medical  Auxiliary  and  the  Depart- 
ment of  Social  Services  will  be  working  to- 
gether on  the  following  projects  during  the 
coming  year: 

1.  Convening  the  first  state-wide  meeting 
of  the  ten  existing  community  multi-dis- 
ciplinary committees. 


2.  Designing  an  informational  brochure 
about  abuse  and  neglect  for  medical  person- 
nel, and  planning  for  wide  distribution  of  it 
within  all  health-related  fields. 

3.  Co-sponsoring  a Governor’s  Conference 
on  Child  Protective  Services  in  March  1976. 

BENEFITS 

The  benefits  of  the  cooperative  effort  be- 
tween the  South  Carolina  Medical  Auxiliary 
and  the  South  Carolina  Department  of  Social 
Services  have  been  considerable.  Because  of 
the  cooperation  between  these  two  groups  we 
have: 

1.  a larger  number  of  agency  staff  working 
full-time  with  protective  services  families, 

2.  a better  trained  staff  (in  total  five  major 
educational/training  opportunities  have  been 
offered  to  agency  staff  within  the  past  15 
months),  and 

3.  a better-informed  public;  over  1800  peo- 
ple have  attended  public  education  meetings 
held  at  five  locations  in  South  Carolina,  and 
more  than  15,000  informational  pamphlets 
have  been  distributed  within  the  state. 

In  addition, 

4.  there  has  been  a dramatic  increase  in  the 
reporting  of  abuse  and  neglect  (from  104  re- 
ports to  4730  in  twelve  months), 

5.  protective  services  has  become  a higher 
priority  program  within  the  agency  than  it 
was  prior  to  the  coordination  with  the  Auxili- 
ary, and 

6.  community  support  for  the  protective 
services  program  has  visibly  increased  in  those 
communities  with  multi-disciplinary  commit- 
tees.12 

Other  significant  advantages  of  working 
with  the  Medical  Auxiliary  have  included: 

7.  considerable  savings  in  staff  time  when 
planning  conferences  and  workshops,  thereby 
permitting  staff  to  spend  more  time  with  their 
protective  services  families, 

8.  access  to  monetary  and  other  resources 
otherwise  unavailable  to  the  agency, 13  and 

9.  reaching  segments  of  the  community 
which  likely  would  not  have  been  receptive  to 
cooperating  with  a “welfare”  agency. 14 

No  social  service  program  can  go  further 
than  the  community  support  which  can  be  gen- 
erated for  that  program.  It  is  doubtful  whether 
many  of  the  above  changes  could  have  taken 
place  without  the  interest  and  assistance  of  the 
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Medical  Auxiliary;  certainly  the  changes  could 
not  have  come  nearly  so  quickly.  Through 
close  cooperation  we  have  demonstrated  that 
some  aspects  of  an  agency’s  program  can  be 


References 

1.  The  South  Carolina  Medical  Auxiliary  is  the  Woman’s 
Auxiliary  to  the  South  Carolina  Medical  Association. 
1 would  like  to  take  this  opportunity  to  recognize  sev- 
eral members  of  the  South  Carolina  Medical  Auxiliary 
who  were  the  initiators  of  the  partnership  described 
in  this  article:  Mrs.  Sara  Shingler.  Jr.  of  Spartanburg, 
President  of  the  Medical  Auxiliary;  Mrs.  Billie  Brady 
of  Greenville,  Immediate  Past  President;  Mrs.  Nancy 
Hawk  of  Charleston,  Mrs.  Nellie  Claire  Brown  of  Rock 
Hill,  Community  Services  Chairperson;  Mrs.  Ann 
Haney  of  Sumter,  Mrs.  Henrietta  Clare  of  Columbia, 
and  Mrs.  Mary  Anne  Douglas  of  Bleton. 

2.  The  purpose  of  the  South  Carolina  Medical  Auxiliary, 
to  improve  the  quality  of  life  for  the  people  of  South 
Carolina  through  health  education  and  direct  services, 
provided  a common  base  from  which  the  partnership 
could  be  developed. 

3.  The  positive  philosophy  of  the  Medical  Auxiliary, 
which  is  to  work  with  existing  organizations  to 
strengthen  and  enhance  their  functioning,  greatly 
facilitated  this  beginning  coordination  of  effort.  This 
philosophy  is  reflected  in  their  view  of  the  role  of  the 
volunteer  as  a catalyst,  working  to  effect  positive 
change. 

4.  As  part  of  their  program  of  hospitality,  the  Medical 
Auxiliary  planned  a social  hour  and  a dinner  for  the 
program  participants  the  evening  preceding  the  For- 
um. In  retrospect,  the  social  hour  and  the  dinner  were 
important  to  the  overall  effectiveness  of  the  confer- 
ence, because  a substantial  number  of  physicians  who 
were  unable  to  attend  the  full  day  session  came  to  this 
gathering  and  had  an  opportunity  to  talk  informally 
with  the  major  speakers. 

5.  The  Department  of  Social  Services  staff  participating 
in  this  cooperative  planning  were  Mrs.  Ferebe  Cone, 
Chief  of  Staff  Development  and  Training,  Mr.  William 
Ripley,  Training  Specialist,  and  the  author. 

6.  Co-sponsoring  groups  for  the  first  Forum  were; 

South  Carolina  Medical  Auxiliary 
South  Carolina  Medical  Association 
South  Carolina  Dept,  of  Social  Services 
South  Carolina  Dept.  Health  & Evironmental  Control 
South  Carolina  Dept,  of  Education 
South  Carolina  Dept,  of  Mental  Health 
South  Carolina  Dept,  of  Mental  Retardation 
National  Assn,  of  Social  Workers 
South  Carolina  Bar  Association 
South  Carolina  Regional  Medical  Program 
and  supporting  agencies  were: 

Associated  Social  Agencies 
Christian  Action  Council 
Law  Enforcement  Assistance  Program 
Med.  University  Continuing  Education  Dept. 

Med.  University  Family  Practice  Dept. 

S.C.  Council  on  Human  Rights 
S.C.  Hospital  Association 
S.C.  Juvenile  Court  Judges 
S.C.  Office  of  Child  Development 
S.C.  Pediatric  Society 


improved  without  a major  investment  of  addi- 
tional funds;  and,  together,  we  have  made 
strides  toward  our  common  goal  of  better  ser- 
vices to  the  children  of  South  Carolina. 


S.C.  Dept,  of  Youth  Services 
University  of  S.  C.  Health  Sciences 
University  of  S.  C.  Law  School 
University  of  S.  C.  School  of  Social  Work 

7.  The  Medical  Auxiliary  also  arranged  to  have  an  infor- 
mational brochure  about  abuse  and  neglect  printed 
without  cost.  This  brochure  was  first  distributed  at  the 
March  Forum,  but  since  that  time  over  15,000  addi- 
tional copies  have  been  distributed  throughout  South 
Carolina.  In  addition,  the  complete  proceedings  of  the 
Forum  including  the  speeches  of  Dr.  DeFrancis  and 
Dr.  Newberger,  were  printed  and  distributed  to  pro- 
fessional personnel  and  auxiliaries  across  the  state. 

8.  By  this  time,  the  Department  of  Social  Services  had 
hired  Mr.  Michael  Corey  as  protective  services  consul- 
tant, thereby  doubling  the  program  staff  available  to 
work  on  developing  the  agency’s  protective  services 
program. 

9.  Since  March  1975  several  more  multi-disciplinary 
committees  have  been  established  or  are  in  the  process 
of  being  developed.  Each  committee  has  developed  in 
its  own  direction,  some  choosing  to  focus  only  on  pub- 
lic education  and  others  accepting  responsibility  for  a 
variety  of  projects. 

10.  Due  to  changes  in  administrative  policies  within  the 
agency,  this  training  was  presented  to  only  the  county 
supervisors,  who  were  then  to  return  to  their  counties 
and  deliver  the  training  to  their  respective  staff  mem- 
bers. 

11.  In  April  1975  the  child  protective  services  program  of 
the  Department  of  Social  Services  encountered  its 
first  major  setback  since  beginning  the  program  devel- 
opment effort  in  October  1973.  An  attempt  was  made 
to  revise  the  South  Carolina  Abuse  and  Neglect  Re- 
porting Law  in  order  for  South  Carolina  to  become 
eligible  for  new  federal  monies.  Since  the  changes 
were  seen  by  the  Department  as  rather  minor  tech- 
nical changes,  the  Department  of  Social  Services  did 
not  ask  the  Medical  Auxiliary  for  their  support  in  this 
project.  The  bill  met  with  severe  resistance  and  was 
defeated. 

12.  Much  talk  focuses  from  time  to  time  around  the  prob- 
lem of  “improving  the  image”  of  a social  service  agen- 
cy. This  would  seem  to  be  a misguided  effort,  because 
if  quality  services  are  delivered  to  the  community, 
with  community  participation  and  involvement,  the 
image  will  be  one  of  competence  and  caring;  however, 
if  quality  services  are  not  delivered,  no  amount  of 
public  relations  work  will  be  able  to  adequately  dis- 
guise the  situation. 

13.  During  the  first  year  of  cooperation  the  Medical  Aux- 
iliary and  the  other  co-sponsoring  groups  contributed 
approximately  $4,400  to  the  improvement  of  the  pro- 
tective services  program  of  the  South  Carolina  Depart- 
ment of  Social  Services. 

14.  The  fact  that  the  Medical  Auxiliary  was  “neutral,” 
that  is,  not  a part  of  any  agency  structure,  was  an  asset 
in  facilitating  interagency  communication  and  coordi- 
nation, both  in  fund-raising  and  in  developing  the 
multi-disciplinary  committees. 


55 


February,  1976 


MEETINGS 

The  American  College  of  Physicians  has 
announced  the  following  list  of  postgraduate 
courses.  These  courses  have  been  approved 
by  the  American  Medical  Association’s  Ad- 
visory Committee  on  Continuing  Medical  Edu- 
cation and  may  be  used  to  fulfill  category  #1 
requirements  for  the  AMA  Physicians’  Recog- 
nition Award.  For  information  and  registration 
contact  Registrar,  Postgraduate  Courses,  A CP, 
4200  Pine  Street,  Philadelphia,  Pa  19104. 


Frontiers  of  Medical  Science:  The  Clinician 
as  Translator  gives  specialists  in  internal  med- 
icine opportunity  to  review  latest  scientific 
findings  in  a particular  area  of  interest.  Univer- 
sity of  Kentucky  College  of  Medicine,  Lexing- 
ton, Ky,  April  12-14,  1976. 


Endocrinology:  Clinical  and  Scientific  As- 

pects. Vanderbilt  University  School  of  Med- 
icine, Nashville,  Tenn.  April  21-23,  1976. 


Current  Concepts  of  Clinical  Infectious  Dis- 
eases. Discussions  will  include  the  selection 
and  use  of  antibiotics,  the  role  of  normal  flora 
in  disease,  veneral  disease  and  relevant  par- 
asitic infections.  Charlottesville,  Va.  April 
21-23,  1976. 


Recent  Advances  in  Allergy  is  the  theme  of 
a four-day  medical  symposium  in  Hot  Springs, 
Va.  Subjects  include  allergic  pulmonary  dis- 
eases, pediatric  allergy,  insect  allergy  and 
allergic  conditions  of  the  skin  like  “Contact 
Urticaria  to  Foods  and  Chemicals.”  For  further 
information  contact  Claude  A.  Frazier,  M.D., 
4-C  Doctors  Park,  Asheville,  NC  28801. 


WINCHESTER 

“ CAROLINA, S’  HOUSE  OF  SERVICE ” 

Winchester  Surgical  Supply  Company 

200  SOUTH  TORRENCE  ST.  CHARLOTTE,  N.  C.  28201 

Phone  No.  704-372-2240 

Wincliester-Ritch  Surgical  Company 

421  WEST  SMITH  ST.  GREENSBORO,  N.  C.  27401 

Phone  No.  919-272-5656 

We  equip  many  new  Doctors  each  year  and  invite  your  inquiries. 

Emory  L.  Floyd  J.  Ray  Jackson 

Box  3228  Tel.  803/662-4417  Box  2143  Tel.  803/246-1274 

W.  Florence  Sta.,  Florence,  S.  C.  29501  Greenville,  S.  C.  29602 

We  have  salesmen  living  in  South  Carolina  to  serve  you 

We  have  DISPLAYED  at  every  S.  C.  State  Medical  Society  Meeting  since  1921,  and  adver- 
tised CONTINUOUSLY  in  the  S.  C.  Journal  since  January  1920  issue. 
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For  the  first  time  a World  Congress  of  Hyp- 
nosis will  meet  in  the  United  States.  Held  in 
Philadelphia,  Pa.,  the  7th  International  Con- 
gress of  Hypnosis  and  Psychosomatic  Med- 
icine will  be  preceded  by  a two-day  meeting 
of  the  Society  for  Clinical  & Experimental 
Hypnosis  and  followed  by  a one-day  meet- 
ing of  the  American  Society  of  Clinical  Hyp- 
nosis. For  further  information  contact  the  7th 
International  Congress,  111  North  49th  St., 
Philadelphia,  Pa.  19139. 


The  Third  Annual  Aspen  Mushroom  Confer- 
ence for  physicians,  amateur  mycologists  and 
scientists  interested  in  the  identification  and 
toxic  properties  of  mushrooms  will  be  held  in 
Aspen,  Colo.  August  8-13,  1976.  Courses  in- 
clude advances  in  the  diagnosis  and  treatment 
of  mushroom  poisoning  and  study  of  hallucino- 
genic mushrooms.  For  further  information 
contact  Aspen  Mushroom  Conference,  1818 
Gaylord  St.,  Denver,  Colo.  80206.  Telephone 
303-320-5333. 


A course  in  Taryngology  and  Bronchoesoph- 
agology  will  be  offered  by  the  Abraham  Lin- 
coln School  of  Medicine  in  Chicago  April  5- 
10  and  again  November  1-6,  1976.  Instruction 
includes  animal  demonstrations,  diagnostic 
and  surgical  clinics  and  didactic  lectures.  Con- 
tact Department  of  Otolaryngology,  Eye  and 
Ear  Infirmary,  1855  West  Taylor  Street, 
Chicago,  111.  600612. 

The  annual  Otolaryngologic  Assembly  of 
1976  will  be  held  October  16-22,  1976  at  the 
Eye  and  Ear  Infirmary  of  the  University  of 
Illinois  Hospital.  Direct  inquiries  to  Otolaryn- 
gology, P.O.  Box  6998,  Chicago,  111.  60680. 


The  Abraham  Lincoln  School  of  Medicine  in 
Chicago  will  also  offer  a course  in  Neurotology 
March  22-25,  1976.  Included  are  basic  ves- 
tibular physiology  and  pathophysiology,  vari- 
ous forms  of  caloric  testing  procedures  demon- 
strated using  nystagmography,  and  reading 
and  evaluating  test  results,  particularly  the 
nystagmogram.  Contact  Department  of  Oto- 
laryngology, 1855  West  Taylor  Street,  Chicago, 
111.  60612. 
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Joseph  I.  Waring,  M.D. 
and 

Donald  G.  Kilgore,  Jr.,  M.D. 
Receive  S.C.H.A.  Certificate 


Congratulations  to  Joseph  I.  Waring,  M.D. 
and  Donald  G.  Kilgore,  Jr.,  M.D.,  recipients 
of  the  1976  South  Carolina  Hospital  Associa- 
tion Certificate  of  Appreciation.  The  Certif- 
icate was  a “means  of  expressing  a long-felt 
gratitude  in  appreciation  to  those  who  have 
worked  closely  with  the  Hospital  Association 
in  bringing  about  changes  necessary  to  better 
meet  the  health  care  needs  of  citizens.” 

Dr.  Joseph  I.  Waring  has  served  South  Caro- 
linians as  both  a physician  and  medical  his- 
torian. As  a pediatrics  specialist  in  Charleston 
and  faculty  member  of  the  South  Carolina 
Medical  University,  Dr.  Waring  has  signif- 
icantly influenced  the  education  of  physicians 
and  the  practice  of  pediatrics  in  South  Caro- 
lina. As  a writer  Joseph  Waring  has  compiled 
histories  of  the  South  Carolina  Medical  Asso- 
ciation and  of  the  practice  of  medicine,  for 
which  South  Carolinians  can  be  proud  and  for 
which  his  peers  can  be  grateful. 

Dr.  Waring’s  dedication  and  leadership  is 
also  evident  in  his  participation  with  the  state 
and  Charleston  county  boards  of  health,  nu- 
merous national  medical  organizations  and  the 
South  Carolina  Medical  Association. 

Donald  G.  Kilgore,  Jr.,  M.D.  has  brought 
national  recognition  to  South  Carolina  through 
his  participation  in  the  American  Medical 
Association,  the  American  College  of  Nuclear 
Medicine  and  the  American  Society  of  Clinical 
Pathologists.  Within  the  state,  he  commands 
the  respect  of  peer  physicians  and  community 
health  leaders;  and  he  helped  build  the  out- 
standing reputation  of  the  Greenville  Hospital 
System,  where  he  has  practiced  as  a patholo- 
gist since  1954. 

( continued  on  page  65) 
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“The  Horseshoe”  is  the  oldest  part  of  the 
University  of  South  Carolina  campus.  A tree 
lined  half  oval,  it  is  lined  on  its  periphery  bv 
old  and  beautiful  buildings  such  as  Rutledge 
Chapel,  South  Caroliniana  Library  and  the 
home  of  the  President  of  the  University.  The 
latter  sometimes  brings  controversy  to  this  se- 
rene and  placid  place.  Recently  a fracus  of 
interest  swirled  around  the  President’s  House 
on  “The  Horseshoe.”  Dr.  W.  N.  Adams-Smith, 
already  the  second  Dean  of  the  nascent  “Se- 
cond Medical  School,”  resigned.  The  news 
media  carried  stories  of  political  pressure, 
trustee  interference,  an  obedient  president, 
lost  accreditation,  faculty  meetings  to  cen- 


position.  duties  and  obligations  of  Dr.  Pat- 
terson, most  reasonable  and  prudent  people 
would  have  done  exactly  what  he  did.  There 
was  no  political  machinations,  no  cronyism, 
no  tool  of  the  Board  action,  certainly  no  soft 
touch  for  anyone.  Now  what  about  the  Board 
of  Trustees?  It  is  my  sincere  opinion  that, 
given  their  position,  their  duties,  and  their  ob- 
ligations, most  reasonable,  prudent  people 
would  have  done  exactly  the  same  thing  they 
did. 

Disappointed?  Hoping  to  find  someone  to 
blame  or  to  defend  in  this  judgment?  1 hope  I 
have  not  “copped  out”  or  whitewashed  any- 
thing in  this  report.  It  is  so  common  these  days 


JUDGMENT  AT  THE  HORSESHOE 


sure  the  President  and/or  the  Board  of 
Trustees,  and/or  Dr.  Adams-Smith.  Remem- 
brance of  the  Law  School  admissions  fiasco 
was  invoked.  Briefly,  it  appeared  that  The 
Medical  School  of  the  University  of  South 
Carolina  was  just  as  futile  as  this  Gamecock 
basketball  season.  But  steady  nerves  and  the 
commitment  to  HAVE  another  medical  school 
prevailed.  The  situation  stabilized,  and  probity 
reasserted  itself.  Progress  continues. 

Now,  the  purpose  of  this  essay  is  not  to  re- 
port to  you  something  that  you  already  know, 
but  to  attempt  to  make  some  judgment  on  the 
episode  just  described.  Although  not  privy  to 
any  truly  “inside  info,”  I have  had  the  oppor- 
tunity to  talk  to  Dr.  Patterson  and  his  repre- 
sentatives, to  several  members  of  the  Board  of 
Trustees,  and  while  not  discussing  this  par- 
ticular incident  with  him,  I have  often  talked 
with  Dr.  Adams-Smith,  and  did  talk  with  some 
of  his  advocates  and  colleagues  about  this. 

It  is  my  considered  opinion  that,  given  the 
position,  the  duties  and  the  obligations  of  Bill 
Adams-Smith,  most  reasonable  and  prudent 
people  would  have  done  exactly  what  he  did. 
There  was  no  hot-headedness,  no  sabotage,  no 
megalomania,  no  martyring.  Given  the  same 


for  someone  to  take  a very  narrow  and  limited 
view  or  prospective  of  exceedingly  complex 
situations  and  decry  those  who  do  not  come  to 
exactly  the  same  conclusion.  That  is  what  I am 
trying  to  avoid  in  this  instance. 

It  appears  that  the  clamor  has  subsided  and 
that  the  united  determination  to  get  that  med- 
ical school  going  has  supervened  over  divi- 
sive attitudes.  Maybe  the  opening  has  been  de- 
layed a little,  but  the  project  WILL  PREVAI L . 

EEK 


INCLUDES 

RETARDED  CITIZENS 


National  Association  for  Retarded  Citizens 
2709  Ave.  E.  East,  Arlington,  Texas  76011 
Area  Code:  (817)  261-4961 
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While  my  mind  was  occupied  with  medical 
education,  the  December  29  issue  of  JAMA  ar- 
rived. The  issue  is  devoted  to  the  seventy-fifth 
annual  report  on  Medical  Education  in  the 
United  States.  It  contained  a great  deal  of  in- 
formation, some  not  so  interesting  or  pertinent 
to  our  problems  and  some  very  much  the  other 
way.  Let  me  summarize  some  of  the  latter  that 
might  be  significant. 

SOME  INDICATION  OF  THE  FUTURE 
SUPPLY  OF  DOCTORS  IN 
SOUTH  CAROLINA 

Right  now,  just  the  way  we  were  in  1974-75, 
South  Carolina  ranked  14  in  the  United  States 
in  number  of  entering  medical  students  per 


SOME  INDICATION  OF  COSTS  AND 
WHERE  ALL  THE  MONEY  COMES  FROM 

Total  financial  support  of  medical  schools 
was  $319  million  in  1958-59,  $2.1  billion  in 
1972-73,  and  $2.4  billion  in  1973-74.  Federal 
funds  in  support  of  medical  schools  increased 
over  1000  percent  from  1958  to  1973,  going 
from  94  to  981  millions  of  dollars.  Internal 
funds  quadrupled  from  $109  million  to  $491 
million  and  state  and  local  funds  escalated  680 
percent  from  70  to  over  500  million  dollars  in 
the  same  period  of  time.  Whew!! 

SOME  INDICATION  OF  WHERE  INTERNS 
AND  RESIDENTS  COME  FROM 

In  December  1974,  South  Carolina  had  169 


MEDICAL  EDUCATION  IN  THE  UNITED  STATES 


100,000  population.  In  number  of  entering 
medical  students  per  1,000  Bachelor’s  Degrees 
awarded.  South  Carolina  ranked  number  6. 
So  we  already  rank  very  high  in  the  propor- 
tional number  of  entering  medical  students. 
On  top  of  this,  however,  is  the  fact  that  of  the 
eleven  proposed  medical  schools  that  are  ex- 
pected to  begin  operating  in  the  next  few 
years,  one,  of  course  is  in  South  Carolina,  four 
more  are  in  states  in  close  proximity  (Ga.-2, 
N.C.-l,  Tenn.-l),  and  no  less  than  NINE  of  the 
eleven  are  in  Confederate  or  Border  states.  The 
other  two  are  in  Ohio.  As  medical  students 
tend  to  stay  close  to  home,  this  would  suggest 
that  our  state  will  have  a very  large  number  of 
medical  students  in  the  near  future  and  an  in- 
creasing number  of  doctors  in  the  not  too  dis- 
tant future.  Good!! 

SOME  INDICATION  OF  HOW  HARD 
IT  IS  TO  GET  INTO  MEDICAL  SCHOOL 

It  seems  to  be  getting  more  difficult  to  get 
into  med  school  each  year.  The  percent  of  first 
year  medical  students  with  an  “A”  average  in 
premedical  school  was  12.3  in  1963,  steadily 
increasing  to  39.3  in  1974.  Mean  MCAT  scores 
increased  in  each  category  every  year  since 
1954.  While  first  year  enrollment  in  the  U.  S. 
slightly  more  than  doubled  from  1953  to  1974, 
number  of  applicants  nearly  trebled  and  the 
applicants  to  acceptance  ratio  increased  from 
1.8  to  2.8.  Tough!! 


of  its  graduates  in  internships  and  residencies 
in  South  Carolina  and  218  in  training  in  other 
states,  so  more  of  our  graduates  went  outside 
the  state  to  train  than  stayed  in.  But  overall, 
we  did  not  lose,  as  387  South  Carolina  grad- 
uates were  in  training  somewhere  (169  + 218) 
while  the  total  house  staff  on  duty  in  South 
Carolina  was  422.  We  picked  up  some  of  some- 
body else’s  graduates.  Sorry  about  that!! 

For  the  first  time  in  recent  years,  the  number 
of  foreign  medical  graduates  in  training  has  de- 
creased when  compared  with  the  preceding 
year,  from  19,221  in  1973  to  18,422  in  1974. 
So?? 

EEK 
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PORTNOY  S C/O 


The  pt.  was  a WD,  WN,  WF,  a lovely  girl. 

Her  BP  and  TPR  were  WNL,  all, 

Her  skin  was  s blemish,  her  eyes  like  PERLA, 

And  the  thyroid  was  neither  enl.  nor  too  small. 

The  chest  was  sym.  and  the  heart  s (m)  , 

The  breasts  were  t ♦ , each  one  an  Alp, 

Neither  c masses  and  none  ever  firmer. 

The  abdomen  was  flat,  LSK  non-palp. 

I made  a quick  decision:  she  would  I W/U. 

Though  she  had  FROM  and  might  have  demurred, 

I found  the  sensory  tests  nl.,  the  reflexes,  too. 

And  the  remainder  of  the  exam,  was  not,  not  deferred. 
But  then  was  III,  for  my  lust  early  sated, 

Quoth  she,  laughing:  “Doc,  you're  too  abbreviated!” 


Key: 


C/O 

pt. 

WD,  WN,  WF 
BP  and  TPR 
WNL 


s 


1 1 
c 


PERLA 

enl. 

sym. 


exam. 

I \ 

non-palp. 


LSK 

W/U 

FROM 

nl. 


complaint,  complains  of 
patient 

Well-developed,  well-nourished,  white  female 
Blood  pressure  and  temperature,  pulse,  respiration 
Within  normal  limits 
without 

Pupils  equal,  react  to  light  and  accomodation 

enlarged 

symmetrical 

murmur 

large,  enlarged  or  increased 
with 

liver,  spleen,  kidneys 
Work-up 

Full  range  of  motion 

normal 

examination 

diminished,  reduced,  or  decreased 
non-palpable 


WALTER  M.  BONNER,  JR.,  M.D. 
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CAPITOL 


JAMES  G.  TIPPINS,  M.D. 

Chairman,  SCMA  Legislative  Committee 


The  1976  General  Assembly  jumped  into 
high  gear  in  a hurry  with  heavy  floor  discus- 
sions beginning  immediately.  Pre-filing  of 
bills  was  permitted  during  the  fall,  and  com- 
mittees met  then  to  discuss  proposals  referred 
to  them  opening  the  door  to  action  when  the 
legislative  session  began. 

Doctor  of  the  Day 

The  Doctor  of  the  Day  program  is  one  of  the 
finest  services  to  be  presented  to  the  legisla- 
ture, and  it  has  been  well  used  so  far  this  year. 
In  addition  to  the  usual  heavy  run  of  blood 
pressure  checks  and  headache  tablets,  there 
have  been  some  more  serious  events  in  the  first 
few  weeks  including  what  was  feared  to  be  a 
heart  attack. 

The  legislators  constantly  laud  this  service 
presented  for  them  and  others  in  the  State 
House  by  the  medical  profession.  SCMA  mem- 
bers who  served  as  Doctor  of  the  Day  in  Jan- 
uary were:  W.  McGill  Woodward,  M.D.,  Char- 
leston; C.  E.  Morgan,  M.D.,  Columbia;  Fletch- 
er Derrick,  M.D.,  Charleston;  Robert  L.  Gal- 
phin,  M.D.,  Columbia;  Charles  R.  Duncan, 
Jr.,  M.D.,  Greenville;  J.  Frank  Biggers,  M.D., 
Walterboro;  J.  C.  Hall,  M.D.,  Gaffney;  Wil- 
liam S.  Brockington,  M.D.,  Greenwood;  and 
A.  L.  Reid,  M.D.,  Columbia. 

February  volunteers  are:  William  G.  Arm- 
strong, M.D.,  Georgetown;  William  E. 
O’Quinn,  M.D.,  Branchville;  William  C.  Can- 
tey,  M.D.,  Columbia;  H.  Cooper  Black,  Jr., 


M.D.,  Columbia;  James  G.  Dickensheets, 
M.D.,  Hilton  Head,  S.  C.;  E.  D.  Jervey,  M.D., 
Greenville;  William  H.  Prioleau,  Jr.,  M.D., 
Charleston;  James  E.  Kay,  M.D.,  Sumter;  W. 

L.  Harritt,  M.D.,  Sumter;  William  B.  Jones, 

M. D.,  Greenville;  .Gajanan  R.  Shanbhag, 
M.D.,  Woodruff;  and  A.  Richard  Johnston, 
M.D.,  St.  George. 

Professional  Liability 

The  study  committee  to  look  into  the  medical 
professional  liability  problems,  which  was 
established  by  the  1975  General  Assembly, 
is  reaching  its  final  decisions  for  recommenda- 
tions. Donald  G.  Kilgore,  M.D.,  and  C.  Tucker 
Weston,  M.D.,  are  to  be  commended  for  their 
active  and  diligent  roles  in  serving  on  this  com- 
mittee. Let  us  hope  that  the  recommendations 
of  the  committee  are  workable  and  are  accept- 
able to  the  legislature. 

Others 

The  proposed  South  Carolina  Medical  Dis- 
ciplinary Act  is  again  on  the  front  burner,  this 
time  with  the  Attorney  General’s  Office  as- 
sisting SCMA  in  drafting  the  legislation.  Other 
proposals  of  interest  to  SCMA  members  in- 
clude requirements  that  all  prescriptions  be 
written  by  generic  name  and  that  a pharmacist 
can  notify  the  customer  that  a cheaper  generic 
brand  may  be  substituted  in  order  to  save  the 
customer  money.  SCMA  is  much  opposed  to 
both  these  measures.  □ 
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ANNUAL  MEETING 

Striving  to  design  an  annual  meeting  that 
will  stimulate  and  invite  the  participation  of  all 
S.C.M.A.  members.  Dr.  William  H.  Hunter 
and  the  Committee  on  Restructuring  the  An- 
nual Meeting  have  begun  plans  for  the  1976 
convention  in  Myrtle  Beach. 

For  the  first  time,  a General  Membership 
Meeting  will  be  held,  with  President  C.  Tucker 
Weston,  M.D.  presiding.  This  meeting  will 
give  all  S.C.M.A.  members  an  opportunity 
to  voice  their  opinions  on  pending  issues,  to 
hear  reports  of  the  various  officers  and  special 
guests,  and  to  introduce  resolutions  for  formal 
action  by  the  House  of  Delegates. 

An  issue  of  vital  concern  to  all  members 
indeed  to  all  physicians  in  the  state  of  South 
Carolina,  whether  or  not  they  are  S.C.M.A. 
members  — is  the  Medical  Disciplinary  Act, 
which  is  currently  before  the  state  legislature 
and  is  expected  to  pass  in  April.  Every  prac- 
ticing physician  will  be  affected  by  the  passage 
of  this  bill,  and  it  behooves  all  members  to 
become  familiar  with  it.  A special  panel  dis- 
cussion is  planned,  including  members  of  the 
Attorney  General’s  office,  other  government 
officials  and  chairman  and  vice-chairman  of 
the  Board  of  Medical  Examiners. 

A schedule  for  Reference  Committees  has 
been  devised  that  will  facilitate  attendance  of 
as  many  meetings  as  possible.  On  Monday 
afternoon  two  committees  will  meet  at  3 p.m., 
three  will  begin  at  4 p.m.  and  the  final  two  will 
get  underway  at  5 p.m.  To  facilitate  the  assign- 
ment of  resolutions  to  the  various  Reference 
Committees,  a list  of  prefiled  resolutions  with 
committee  designation  will  be  distributed  after 
the  General  Membership  meeting.  Additional 
assignments  will  be  made  after  the  Council 
meeting. 


So,  the  agenda  for  the  three-day  meeting 
May  3-5  includes  the  following: 

Monday 

7:00  a.m.  Executive  Council 
9:00  a.m.  House  of  Delegates 
9:45  a.m.  Report  of  the  Women’s  Auxiliary 
10:00  a.m.  General  Membership  Meeting 
1:00  p.m.  SOCPAC  Luncheon 
3:00  p.m.  Reference  Committees 
4:00  p.m. 

5:00  p.m. 

Wednesday 

7:00  a.m.  Executive  Council 
9:00  a.m.  House  of  Delegates 

Medical  Disciplinary  Act 
Panel  Discussion 
Reference  Committee  Reports 
Election  of  Officers 

1:00  p.m.  South  Carolina  Medical  Care 

Foundation  Annual  Membership 
Meeting 

The  highlight  of  Monday  evening  6:30-8:00 
p.m.  will  be  a social  affair  hosted  by  the  Wo- 
men’s Auxiliary.  Mrs.  Sara  Shingler  is  plan- 
ning a special  occasion  for  all  the  doctors  and 
wives. 

Members  of  the  Annual  Meeting  Committee 
Dr.  William  H.  Hunter,  Ch. 

Dr.  Forde  A.  Mclver 
Mrs.  Sara  Shingler 
Dr.  Waitus  O.  Tanner 
Dr.  J.  D.  Gilland 
GOOD  NEWS  FOR  THE 
BUILDING  CORPORATION 
The  Building  Fund  has  $40,000,  represent- 
ing 800  contributions  in  1976!  Terrific  partici- 
pation, when  one  considers  there  w'ere  only 
1177  contributions  last  year.  This  special  as- 
sessment of  dues  is  on  deposit  at  six  and  one- 
half  percent  interest  rate. 
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ASSOCIATION 

Dr.  Weston  announced  the  National  Bank  of 
South  Carolina  loan  for  $623,783.19  has  been 
paid  in  full  and  assigned  to  the  Life  Insurance 
Company  of  Georgia.  The  loan  from  Commu- 
nity Bank  in  Greenville  has  been  consum- 
mated. 

MEMBERSHIP  REPORT 

S.C. M.A.  membership  totals  for  mid-Janu- 
ary: 


Honorary 

144 

SCMA 

1005 

AMA-ERF 

343 

SOC-PAC 

361 

Building  Fund 

759 

APPOINTMENTS 

SCMA/SCNA  Joint  Practice  Commission 
Dr.  Frank  Biggers  of  Walterboro  will  replace 
Dr.  Joseph  F.  Flowers  on  the  Joint  Practice 
Commission  with  the  Nurses’  Association. 

Medicaid/Medicare  Reimbursement 
Committee 

The  following  physicians  will  serve  as  mem- 
bers of  the  special  committee  on  Medicaid/ 
Medicare  Reimbursement:  Doctors  J.  D.  Gil- 
land.  Chairman,  Gavin  Appleby,  Randolph 
Smoak,  William  Perry,  John  Hawk,  Kenneth 
Smith  and  Waitus  O.  Tanner. 

Rural  Health  Delivery  Program 
The  Steering  Committee  to  oversee  the  de- 
velopment of  the  South  Carolina  Rural  Health 
Delivery  Program  includes  Doctors  Harrison 
Peeples,  Chairman,  Gavin  Appleby,  James 
Barnett,  Donald  G.  Kilgore,  Jr.,  Ernest  La- 
them,  and  Waitus  O.  Tanner. 

Dr.  D.  Strother  Pope  and  the  Legislature 
The  Council  moved  that  Dr.  Pope  assume 
liaison  duties  associated  with  the  legislature. 
Compensation  for  his  expenses  will  be  han- 
dled by  the  Executive  Committee,  acting  as 
Finance  Committee. 

National  Advisory  Committee 
on  Professional  Education 
The  nomination  of  Dr.  E.  G.  Haskell  to  this 
national  committee  was  recommended  by  Dr. 
J.  C.  Hawk,  Jr.  and  endorsed  by  the  Council. 
Dr.  Haskell  is  one  of  four  family  practice  group 
members  nominated  for  the  post  to  replace  Dr. 
William  Hunter,  whose  term  is  expiring. 
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PRESCRIBING  INFORMATION 
Antiminth  (pyrantel  pamoate)  Oral 
Suspension 

Actions.  Antiminth  (pyrantel  pamo- 
ate) has  demonstrated  anthelmintic 
activity  against  Enterobius  vermicu- 
laris  (pinworm)  and  Ascaris  lumbri- 
coides  (roundworm).  The  anthelmin- 
tic action  is  probably  due  to  the 
neuromuscular  blocking  property  of 
the  drug. 

Antiminth  is  partially  absorbed 
after  an  oral  dose.  Plasma  levels  of 
unchanged  drug  are  low.  Peak  levels 
(0.05-0. 13/xg/ ml.)  are  reached  in  1-3 
hours.  Quantities  greater  than  50% 
of  administered  drug  are  excreted  in 
feces  as  the  unchanged  form,  whereas 
only  7%  or  less  of  the  dose  is  found 
in  urine  as  the  unchanged  form  of 
the  drug  and  its  metabolites. 
Indications.  For  the  treatment  of 
ascariasis  (roundworm  infection)  and 
enterobiasis  (pinworm  infection). 
Warnings.  Usage  in  Pregnancy:  Re- 
production studies  have  been  per- 
formed in  animals  and  there  was  no 
evidence  of  propensity  for  harm  to 
the  fetus.  The  relevance  to  the  hu- 
man is  not  known. 

There  is  no  experience  in  preg- 
nant women  who  have  received  this 
drug. 

Precautions.  Minor  transient  eleva- 
tions of  SGOT  have  occurred  in  a 
small  percentage  of  patients.  There- 
fore, this  drug  should  be  used  with 
caution  in  patients  with  pre-existing 
liver  dysfunction. 

Adverse  Reactions.  The  most  fre- 
quently encountered  adverse  reac- 
tions are  related  to  the  gastrointes- 
tinal system. 

Gastrointestinal  and  hepatic  reac- 
tions: anorexia,  nausea,  vomiting, 
gastralgia,  abdominal  cramps,  diar- 
rhea and  tenesmus,  transient  eleva- 
tion of  SGOT 

CNS  reactions:  headache,  dizzi- 
ness, drowsiness,  and  insomnia.  Skin 
reactions:  rashes. 

Dosage  and  Administration.  Chil- 
dren and  Adults:  Antiminth  Oral 
Suspension  (50  mg.  of  pyrantel  base/ 
ml.)  should  be  administered  in  a 
single  dose  of  1 1 mg.  of  pyrantel  base 
per  kg.  of  body  weight  (or  5 mg./ lb.); 
maximum  total  dose  1 gram.  This 
corresponds  to  a simplified  dosage 
regimen  of  1 cc.  of  Antiminth  per  10 
lb.  of  body  weight.  (One  teaspoonful 
= 5 cc.) 

Antiminth  (pyrantel  pamoate) 
Oral  Suspension  may  be  adminis- 
tered without  regard  to  ingestion  of 
food  or  time  of  day,  and  purging  is 
not  necessary  prior  to,  during,  or 
after  therapy.  It  may  be  taken  with 
milk  or  fruit  juices. 

How  Supplied.  Antiminth  is  avail- 
able as  a pleasant  tasting  caramel- 
flavored  suspension  which  contains 
the  equivalent  of  50  mg.  pyrantel 
base  per  ml.,  supplied  in  60  cc.  bot- 
tles and  Unitcups™  of  5 cc.  in  pack- 
ages of  12. 

ROeRIG 

A division  of  Pfizer  Pharmaceuticals 

New  York,  New  York  10017 


A single  dose  of  Antiminth 
( 1 cc.  per  10  lbs.  of  body 
weight,  1 tsp./50  lbs.—  max- 
imum dose,  4 tsp.=20  cc.) 
offers  highly  effective  control 
of  both  pmworms  and 
roundworms. 

Antiminth  has  been  shown 
to  be  extremely  well  tolerated 
by  children  and  adults  alike 
in  clinical  studies*  Pleasantly 
caramel-flavored,  it  is 
non-staming  to  teeth  and  oral 
mucosa  on  ingestion... 
doesn't  stain  stools,  linen  or 
clothing. 

One  prescnption  can 
economically  treat  the  entire 
family. 

ROeRIG 

A division  of  Pfizer  Pharmaceuticals 
New  York.  New  York  10017 


NSN  6505-00-148-6967 


‘inworms,  roundworms  controlled 
with  a single,  non-staining  dose  of 

ANTIMINTH* 

(pyrantel  pamoate) 


! on  file  at  Roerig. 


equivalent  to  50  mg.  pyrantel/ ml. 

ORAL  SUSPENSION 


Please  see  prescribing  information  on  facing  page. 
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Enlarging  the  availability  of  professional 
health  education  and  making  more  effective 
the  efforts  of  those  already  in  practice  remain 
as  crucial  needs  of  the  times.  Dr.  William  H. 
Knisely  noted  in  his  first  formal  statement  as 
new  president  of  the  Medical  University  of 
South  Carolina. 

“We  must  face  up  to  the  fact  that  there  are 
many  more  well  qualified  applicants  than 
places  available  in  all  of  our  health  professions 
schools,  particularly  medicine  and  dentistry,” 
he  stated.  “We  must  assist  those  who  have 
graduated  at  earlier  dates  to  be  as  effective  as 
possible,  and  we  must  help  reduce  the  unnec- 
essary uses  of  clinical  facilities,  doctors’  and 
others’  time  by  reducing  preventable  diseases, 
accidents,  fires,  etc.” 


counseling  and  guidance  efforts  in  the  college 
years,  in  high  school  and  even  in  junior  high 
school. 

“If  it  is  at  all  possible,  support  must  be  given 
to  these  levels  of  education  for  counseling  and 
guidance  which  will  provide  informed  assis- 
tance as  to  the  genuine  likelihood  of  a student 
being  accepted  into  a given  program,  and,  of 
even  greater  importance,  an  awareness  and 
knowledge  concerning  alternative  career 
choices  in  the  professions  which  are  attain- 
able.” 

Dr.  Knisely  is  aware  of  the  past  efforts  of 
the  Medical  University  in  facing  problem 
areas,  and  is  particularly  pleased  with  South 
Carolina’s  successes  in  providing  a wider  dis- 
tribution of  continuing  educational  oppor- 


WILLIAM  H.  KNISELY,  NEW  PRESIDENT  AT 
MEDICAL  UNIVERSITY  OF  SOUTH  CAROLINA 


Dr.  Knisely,  53,  owner  of  an  extensive  back- 
ground as  a teacher,  researcher  and  adminis- 
trator, assumed  the  presidency  of  the  Med- 
ical University  on  December  12,  1975.  He  suc- 
ceeded Dr.  William  M.  McCord,  who  was  pro- 
moted to  President  Emeritus  after  serving  as 
chief  administrative  officer  of  the  institution 
for  the  past  ten  years. 

Compounding  the  problem  of  the  oppor- 
tunity of  studying  for  medical  practice.  Dr. 
Knisely  pointed  out,  is  the  influx  of  foreign 
medical  graduates  who  now  constitute  approx- 
imately one-half  of  all  trainees  and  of  all  new 
licensees  in  the  United  States.  “These  doctors 
supposedly  come  for  post  graduate  training, 
but  understandably,  want  to  stay  instead  of  re- 
turning to  their  homelands,”  said  Knisely. 

“It  seems  to  me  to  be  immoral,”  Knisely  con- 
tinued, “as  well  as  unwise  to  continue  filling 
positions  in  hospitals  and  clinics  with  phy- 
sicians from  significantly  lesser  developed 
countries  when  we  have  so  many  well  qualified 
young  people  wanting  to  enter  medicine  for 
whom  we  have  no  beginning  places.  And  now 
we  are  doing  the  same  thing  in  the  nursing  pro- 
fession by  bringing  in  nurses  from  abroad.” 

Until  additional  opportunities  are  created. 
Dr.  Knisely  urged  a significant  increase  in 


tunities  through  the  Area  Health  Education 
Center  Program  (AH EC)  and  the  family  prac- 
tice program,  among  other  arrangements.  He 
added,  however,  “We  in  the  Medical  Univer- 
sity must  continue  in  our  efforts  to  make  avail- 
able the  assistants  who  are  so  vitally  needed 
by  physicians  and  dentists,  to  provide  know- 
ledge through  scholarly  endeavors,  and  to 
provide  quality  care  through  cooperation  and 
teamwork  among  the  professions.” 

The  AH  EC  and  all  regional  and  statewide 
programs  face  up  to  the  growing  trend  toward 
relicensure  which  is  being  carried  out  mostly 
on  a voluntary  basis  by  medical  organizations 
but  which  has  become  mandatory  for  some  pro- 
fessions in  some  states,  he  said.  Most  medical 
specialties  seem  to  be  heading  for  a require- 
ment of  a certain  amount  of  continuing  edu- 
cation hours  during  each  year. 

As  president  of  the  Medical  University, 
Knisely  feels  especially  responsible  for  pro- 
viding the  atmosphere  where  the  institution’s 
graduates  will  not  only  be  good  practitioners 
but  well-rounded  scholars  as  well.  In  thinking 
of  what  he  would  want  the  Medical  Univer- 
sity’s graduates  to  be,  Knisely  said,  “I  cannot 
say  it  better  than  did  Stephen  Elliott  who  de- 
livered the  address  at  the  opening  session  of 
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the  Medical  College  of  South  Carolina  in  1824: 

...Man  is  not  an  isolated  animal,  he  must 
be  examined  in  relation  to  other  beings 
and  to  the  great  system  of  nature.  He  is 
not  only  a physical  but  a moral  and  in- 
tellectual being,  and  his  passions  and  his 
understanding  as  well  as  his  muscles  and 
nerves  and  bones  must  be  the  objects  of 
your  investigation.  In  all  of  his  depen- 
dencies, in  his  connexions  with  material 
or  immaterial  systems  his  affinities 
should  be  traced.  And  the  more  extended 
shall  be  your  views,  the  broader  and 
deeper  your  generalizations,  the  more 
profound  and  accurate  and  the  more 
worthy  of  confidence  will  be  your  con- 
clusions. 

Prior  to  coming  to  the  Medical  University 
earlier  this  year  to  accept  appointments  as  Vice 
President  for  Academic  Affairs  and  President- 
elect, Dr.  Knisely  had  served  as  Vice  Chancel- 
lor for  Health  Affairs  of  the  University  of  Texas 
System. 

During  the  past  two  decades  of  heavy  ex- 
pansion in  training  facilities  around  the  na- 
tion, Dr.  Knisely  had  unique  opportunities  to 
take  part  in  and  to  review  the  development  of 
a number  of  new  programs  and  institutions. 
From  1959  to  1963,  he  served  as  the  first  pro- 
fessor and  chairman  of  the  Department  of 
Anatomy  at  the  University  of  Kentucky  Med- 
ical Center.  He  then  served  for  seven  years  as 
professor  and  director  of  the  Institute  of  Biol- 
ogy and  Medicine  at  the  Michigan  State  Uni- 
versity, where  his  original  responsibility  in- 
cluded the  initiation  of  a medical  school  and 
the  weaving  of  the  school  into  the  existing  fab- 
ric of  a major  university. 

During  his  five  years  in  the  University  of 
Texas  System,  the  enrollment  at  the  four 
health  science  centers  and  six  nursing  bases  in- 
creased from  1,500  to  nearly  6,500  students. 

In  reference  to  the  Texas  experience.  Dr. 
Knisely  pointed  out  that  even  though  the  state 
had  tripled  the  number  of  places  available  for 
the  study  of  medicine  in  ten  years,  it  still  has  a 
significantly  higher  number  of  applicants  than 
the  national  average. 

“The  point  is  that  a significantly  larger  num- 
ber of  young  people  want  to  attend  medical 
school  than  is  currently  possible,”  he  said. 

As  president  of  the  Medical  University,  Dr. 


Knisely  heads  the  state’s  largest  health  com- 
plex — an  institution  providing  training  oppor- 
tunities for  doctors,  pharmacists,  nurses,  den- 
tists, allied  health  personnel,  and  medical  re- 
searchers, and  also  maintaining  strong  affil- 
iations with  many  leading  hospitals  in  the 
state. 

Dr.  Knisely’s  initial  association  with  the 
Medical  University  began  in  1949  when  he 
entered  graduate  school.  He  earned  his  M.S. 
and  Ph.D.  degrees  here  in  1952  and  1954,  re- 
spectively. In  recognition  of  his  contributions 
to  medical  education,  his  alma  mater  in  1974 
presented  him  a Sesquicentennial  Distin- 
guished Alumnus  award. 

A native  of  Houghton,  Michigan,  Dr.  Knise- 
ly took  his  undergraduate  work  at  the  Univer- 
sity of  Chicago,  earning  a Bachelor  of  Phi- 
losophy degree  in  1947  and  Bachelor  of  Science 
degree  in  1950.  He  was  a special  graduate  stu- 
dent in  Anatomy  at  the  University  of  Brussels 
and  a special  research  fellow  at  the  Institute 
Agronomique  in  Gembleau,  Belgium. 

Much  of  his  teaching  and  research  ex- 
perience was  gained  at  Duke  University 
where  he  began  as  an  instructor  in  anatomy 
and  research  fellow  in  medicine,  leaving  after 
successive  promotions  with  the  rank  of  asso- 
ciate professor  of  Anatomy  and  assistant  pro- 
fessor of  Medicine.  He  rose  to  the  rank  of  pro- 
fessor upon  joining  the  faculty  of  the  Univer- 
sity of  Kentucky  in  1959. 

Dr.  Knisely  has  served  as  a Research  Fellow 
of  the  American  Heart  Association,  a Senior 
Research  Fellow  of  the  United  States  Public 
Health  Service  and  is  a Fellow  of  the  Royal 
Microscopical  Society  of  Fondon.  He  has  also 
been  a visiting  professor  of  Anatomy  at  Bana- 
ras  Hindu  University  in  India  for  the  World 
Health  Organization. 

He  has  served  in  a number  of  public  advisory 
and  consultative  capacities.  He  was  the  Chair- 
man of  the  Program  Planning  Committee  of 
the  National  Advisory  Council  on  Education 
for  the  Health  Professions  of  the  Public  Health 
Service.  He  served  as  Vice  chairman  of  the 
Study  Commission  for  the  Profession  of 
Dietetics  and  currently  serves  as  chairman  of 
the  Advisory  Board  of  the  American  Dietetic 
Association.  He  was  appointed  to  a special 
study  committee  by  the  Secretary  of  HEW  to 
determine  how  American  Indians  could  pro- 
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vide  for  their  own  education  and  health  care, 
and  he  continues  this  service  as  a Commis- 
sioner of  the  Navajo  Health  Authority.  Dr. 
Knisely  is  a member  of  a number  of  profes- 
sional organizations,  including  the  Human 
Biology  Society,  Oxford,  England;  the  Pan 
American  Association  of  Anatomy;  the  New 
York  Academy  of  Sciences  and  the  Assoc- 
iation of  Academic  Health  Centers.  He  is  the 
author  of  numerous  scholarly  articles. 

Mrs.  Knisely  is  the  former  Marguerite  Marie 
Labasse.  She  and  Dr.  Knisely  met  when  he 
was  in  the  Army  stationed  in  Belgium.  They 
were  married  in  the  United  States  in  1947.  The 
couple  has  five  children  and  one  grandson. 
Their  eldest  child,  Chantal,  27  (Mrs.  Harland 
Patton),  lives  in  Michigan  having  graduated 
with  a degree  in  French  from  Michigan  State 
University.  Marc,  25,  is  a graduate  of  Mich- 
igan State  with  honors  and  received  his  law  de- 
gree from  the  University  of  Texas.  He  and  his 
wife  reside  in  Brownsville  where  he  is  cur- 
rently clerking  for  Federal  Judge  Garza.  Paul, 
who  is  23,  lives  with  his  wife  in  Austin,  Texas, 
where  he  is  attending  law  school.  He  graduated 
from  the  University  of  Texas  with  honors. 
Colette,  21,  earned  her  degree  in  government 
from  the  University  of  Texas  and  is  now  em- 
ployed by  the  Texas  Department  of  Public 
Welfare.  The  youngest  of  the  Knisely  children, 
Philip,  19,  attends  the  University  of  Texas  at 
Austin  majoring  in  music  and  is  a member  of 
the  Long  Horn  Marching  Band.  □ 


Extremely  active  in  the  S.  C.  M.  A.  and  im- 
mediate past  president  of  the  Association,  Dr. 
Kilgore,  Jr.  initiated  activities  in  the  area  of 
rural  health  care  delivery,  which  has  now  be- 
come a major  project  of  S.  C.  M.  A.  He  is  also 
working  with  medical  professional  liability 
problems. 

His  faculty  participation  at  the  South  Caro- 
lina Medical  University  and  Clemson  Univer- 
sity has  greatly  added  to  the  curricula  of  both 
institutions.  And  his  numerous  civic  activities 
include  service  as  past  trustee  and  past  vice 
chairman  of  the  Greenville  County  School  Dis- 
trict. 

The  S.  C.  Hospital  Association  Certificate 
of  Appreciation  recognizes  the  outstanding 
contributions  of  these  two  men  to  the  state  of 
South  Carolina. 


APPLY  NOW 

FOR  RECOGNITION  AWARD 


Physicians  may  now  apply  for  the  AMA 
Physicians’  Recognition  Award  at  any  time, 
rather  than  on  a three-year  cycle.  In  the  past 
six  years,  64,149  physicians  have  qualified  for 
the  continuing  medical  education  award.  Be- 
ginning this  year,  AMA  members  will  pay  no 
application  fee  toward  the  award.  Non-mem- 
bers will  be  charged  $25. 


FEES  RISE 


Physicians’  fees  rose  11.8  percent  in  1975, 
according  to  the  Consumer  Price  Index  pub- 
lished by  the  Bureau  of  Labor  Statistics.  The 
increase  in  December  was  1.2  percent.  Hos- 
pital service  charges  rose  13  percent  during 
1975,  according  to  the  CPI. 
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BARRETT,  C.  P.  and  E.  J.  DONATE  Department  of 
Anatomy,  School  of  Medicine,  University  of  Maryland. 
Baltimore,  Maryland.  Studies  on  the  effect  of  C-type  virus 
on  osteogenesis  in  syngeneic  bone  implants • 

C-type  virus  replicates  in  C3H/Fg  mice  where  they  in- 
crease progressively  in  the  osteoblast-osteocyte  develop- 
mental gradient.  To  determine  if  this  replication  interferes 
with  a system  of  usual  rapid  osteogenesis,  we  compared 
intramuscular  bone  implants  in  two  mouse  strains:  C3H 
Fg  (virus  present)  and  C57  BL  (virus  absent).  We  im- 
planted portions  of  calvarial,  vertebral,  and  femoral  (dia- 
physeal-metaphyseal) bone  into  thigh  musculature  as  syn- 
geneic implants  i.e.  C3H/Fg  to  C3H  Eg  and  C57BE  to 
C57BL.  At  various  times  between  1-20  days  we  removed 
samples  and  prepared  them  for  light  and  for  electron  mi- 
croscopy. As  expected,  most  osteocytes  in  the  implants 
failed  to  survive  transplantation.  Surface  osteoblasts,  os- 
teogenic cells,  and  bone  marrow  cells  in  C3H  Fg  and  in 
C57BL  grafts,  survived  and  in  both  new  bone  formation 
ensued.  Although  electron  microscopy  revealed  de  novo 
virus  formation  in  osteoblasts  and  osteocytes  of  C3H  Fg 
but  not  of  C57BL,  there  was  no  time  difference  between 
the  two  strains.  Thus  at  3-4  days,  v igorous  activity  of  osteo- 
blasts occured  in  both  strains.  Also  in  both  strains,  bone 
formation  progressed  by  20-25  days  to  ossicle  development 
with  normal  appearing  bone  marrow  cells.  Thus,  the  virus 
which  replicates  in  C3H  Fg  mice  did  not  effect  a signif- 
icant morphological  change. 

Supported  by  a grant  from  ACS.  Md.  Division  #74-00. 

BROWN,  H.  K.,  Department  of  Anatomy,  University 
of  South  Florida  College  of  Medicine,  Tampa,  Florida. 
Ulstrastructure  of  the  primate  sacral  parasympathetic 
nucleus. 

Neurons  of  the  sacral  parasympathetic  nucleus  are  the 
source  of  preganglionic  fibers  innervating  the  pelvic  vis- 
cera via  the  pelvic  splanchnic  nerves.  The  nucleus  corres- 
ponds to  the  intermediolateral  cell  column  but  is  located 
at  sacral  levels  SI  through  S4.  Neurons  of  the  nucleus 
may  extend  into  the  lateral  funiculus.  Schnitzlein  et  al. 
(1963)  have  shown  that  while  stimulating  pelvic  splanchnic 
nerves,  antidromically  evoked  potentials  corresponded  to 
the  histological  location  of  the  sacral  intermediolateral 
cell  column. 

Sacral  segments  of  rhesus  and  squirrel  monkeys  were 
examined  both  histologically  and  ultrastructurally  in  this 
preliminary  work  which  attempts  to  identify  and  character- 
ize the  sources  and  types  of  synaptic  terminals  contac- 
ting the  sacral  preganglionic  parasympathetic  neurons. 
These  neurons  vary  in  size  from  15  u to  30  u although  an 
occasional  neuron  be  as  large  as  80  u.  Their  cytoplasm  is 
relatively  electron  lucent  with  few  granular  endoplasmic 
reticulum  cisternae.  Thick  dendrites  branch  directly  off 
the  small  soma  in  all  directions.  Nuclei  possess  distinctive 
invaginations  of  cytoplasm  corresponding  to  Cajal’s  baton- 
nets  intranucleaires.  All  types  of  synapses  as  classified  by 
Conradi  (1969)  have  been  seen  contacting  the  neurons. 

BROWN,  H.  R.,  Department  of  Anatomy,  College  of 
Medicine,  University  of  Utah,  Salt  Lake  City,  Utah.  Tem- 
poral changes  in  cell  cycle  parameters  of  the  Ehrlich  as- 
cites tumor  in  its  plateau  phase  of  growth. 


Abstracts 

From  Papers  Presented 
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Annual  Meeting 
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The  meeting  was  chaired  by  its  President  H. 
N.  Schnitzlein,  Professor  and  Chairman,  De- 
partment of  Anatomy,  University  of  South 
Florida  College  of  Medicine  of  Tampa. 
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Circadian  mitotic  synchrony  was  shown  for  the  near- 
plateau growth  phase  of  the  Ehrlich  ascites  tumor  (EAT) 
(Growth  38:413-419,  1974).  Increased  numbers  of  cells 
with  G2  DNA  content  was  demonstrated  for  the  JB-I  as- 
citic plasmocytoma  in  its  plateau  growth  phase  (Cell  Tis- 
sue Kinet.,  6:347-357,  1973).  This  work  was  undertaken  to 
determine  the  fraction  of  cells  with  G2  DNA  content  in 
the  aging  EAT  and  to  determine  their  relation  to  pre- 
viously demonstrated  mitotic  synchrony. 

EAT-injected  subgroups  of  mice  were  killed  at  3 hour 
intervals  over  a 48  hour  period  commencing  on  the  eighth 
day  of  growth.  EAT  cells  were  recovered  for  analysis. 
Mitotic  indices  were  determined  from  Feulgen  stained 
smears,  labeling  indices  were  determined  autoradiograph- 
ically  and  DNA  content  of  EAT  cells  was  determined  by 
fluorescence  microphotometry. 

Mitosis  in  the  second  24  hour  cycle  was  circadian  in 
phasing.  The  mitotic  peak  occurred  one  hour  before  the 
end  of  the  dark  phase  in  the  12T:12D  cycle.  The  G2  frac- 
tion of  the  population  doubled  at  the  time  of  peak  mitosis. 
This  doubling  is  probably  related  to  aging  of  the  tumor 
rather  than  to  mitotic  synchrony  in  the  tumor. 

Supported  bv  a University  of  Utah  Faculty  Research  Grant. 

BROWNING,  H.  C.,  Department  of  Anatomy,  Univer- 
sity of  Texas  Dental  Branch  and  Medical  School,  Texas 
Medical  Center,  Flouston,  Texas.  Topographic  anatomy  of 
the  abdomen  (film). 

In  the  living  subject  the  superior  limit  of  the  abdominal 
cavity  is  shown  as  the  lower  rib  cage  and  diaphragm.  The 
highest  levels  of  the  latter  are  marked.  The  inferior  limits 
are  the  palpable  inguinal  ligament  and  the  non-palpable 
pelvic  brim. 

The  rectus  abdominis  muscles  of  the  abdominal  wall 
are  traced  from  the  lower  costal  cartilages  to  the  public 
bar,  with  the  visible  linea  alba  separating  them  in  the  mid- 
line and  the  linea  semilunaris  marking  their  outer  borders. 
Laterally,  the  fiber  directions  of  the  external  and  internal 
obliques  and  the  transversus  abdominis  are  indicated. 

Topographic  planes  are  then  marked.  The  relationships 
of  the  subcostal,  intertubercular,  and  parasagittal  planes 
to  the  epigastric,  umbilical,  hypogastric,  hypochondriac, 
lumbar  and  iliac  regions  are  demonstrated.  The  locations 
of  the  liver,  gall  bladder,  esophagus,  pylorus,  duodenum, 
ileo-colic  junction,  appendix  and  parts  of  the  colon  are 
then  shown  on  the  anterior  abdominal  wall. 

Posteriorly,  the  sacrospinalis  and  12th  rib  are  palpated 
and  the  outline  of  both  kidneys  then  marked.  The  course 
of  major  vessels  is  also  indicated  on  the  anterior  abdominal 
wall. 

Finally,  a brief  consideration  is  made  of  surgical  inci- 
sions, including  those  in  the  midline,  below  the  right  or 
left  subcostal  margin,  and  in  the  right  or  left  iliac  fossa 
with  muscle  splitting. 

BURDEN,  H.  W.  and  E E.  LAWRENCE,  JR.,  Depart- 
ment of  Anatomy,  School  of  Medicine,  East  Carolina  Uni- 
versity, Greenville,  North  Carolina.  Localization  of  hydro- 
xysteroid  dehydrogenase  activity  in  the  rat  interstitial 
gland  and  corpus  luteum. 

5-3B-hydroxysteroid  dehydrogenase  (3B-HSD)  was 
localized  histochemically  in  the  rat  ovary  on  days  4,  6,  10, 


14,  and  18  of  pregnancy  using  pregnenolone  as  substrate. 
With  this  substrate,  3B-E1SD  activity  was  interpreted  as 
an  index  of  the  capacity  of  the  tissue  to  synthesize  proges- 
terone. Emphasis  was  placed  on  3B-HSD  activity  in  the 
interstitial  gland  (IG)  and  corpora  lutea  (CL).  During 
normal  pregnancy,  3B-HSD  was  greatest  in  the  IG  up  to 
day  14  of  pregnancy.  By  day  18,  the  most  intense  3B-HSD 
activity  had  shifted  from  the  IG  to  the  CL.  Since  the  IG, 
unlike  the  CL,  is  innervated  by  adrenergic  nerves  the  ef- 
fect of  denervation  on  IG  3B-HSD  activity  was  studied. 
Some  pregnant  rat  ovaries  were  denervated  by  mesovarian 
section  4 days  before  sacrifice  for  histochemical  study. 
Other  ovaries  were  denervated  by  injection  of  6-hydroxy- 
dopamine  into  the  ovarian  bursa.  The  activity  of  the  en- 
zyme appeared  unaffected  in  denervated  ovaries  on  days 
4 and  6.  However,  on  day  10,  14,  and  18,  denervation  re- 
sulted in  decreased  activity  of  the  enzyme  in  both  the  IG 
and  CL.  These  results  indicate  that  adrenergic  nerves  may 
be  a factor  in  modulation  of  progesterone  during  preg- 
nancy. 

CAREY,  J.  H.,  1218  Bourbon  Street,  New  Orleans,  Lou- 
isiana. The  septum  of  the  turtle,  Terrapene  c.  Carolina. 

The  septal  areas  of  the  box  turtle  were  studied  in  several 
series  of  cross-  and  sagittal  sections  in  thionin  and  pyridine 
silver  preparations.  The  septum  occupies  the  ventromedial 
wall  of  each  cerebral  hemisphere.  The  nuclear  gray  of  the 
septum  may  be  subdivided  into:  (1)  the  septohippocampal 
nucleus,  (2)  the  dorsal  septal  nucleus,  (3)  the  lateral  septal 
nucleus,  (4)  the  medial  septal  nucleus,  (5)  the  nucleus  of 
the  diagonal  band,  (6)  the  triangular  nucleus,  (7)  the  ac- 
cumbens  pucleus,  (8)  the  fimbrioseptal  nucleus,  (9)  and 
the  nuclei  of  the  hippocampal  and  anterior  commissures. 
In  the  box  turtle  it  is  difficult  to  distinguish  a dorsal  septal 
nucleus  from  the  dorsal  part  of  the  medial  septal  nucleus 
as  described  in  the  cat  by  Andy  and  Stephan.  The  triangu- 
lar nucleus  has  such  relationships  with  the  anterior  com- 
missure and  fornix  columns  as  to  separate  it  from  the  dor- 
sal preoptic  nucleus.  A mass  of  unremarkable  cells  extend 
from  the  septal  region  along  the  fimbria  into  the  hippo- 
campus to  form  the  fimbriodentate  nucleus. 

The  inter-  and  intraconnections  of  the  septum  are  rep- 
resented by:  (1)  the  corticoseptal  fibers,  (2)  the  septotuber- 
cular  fascicles,  (3)  the  pallidohypothalamic  and  pallido- 
preoptic  fibers,  (fornix  longus),  (4)  the  medial  forebrain 
bundle,  (5)  the  diagonal  band  of  Broca,  (6)  and  the  stria 
terminalis. 

The  studies  suggest  the  nuclear  patterns  of  the  box  turtle 
vary  more  from  that  of  other  reptiles  than  do  the  fiber 
tracts  that  interrelate  the  hemisphere  areas  with  preoptic 
and  hypothalamic  areas.  This  is  typical  of  vertebrate 
groups  from  cyclostomes  to  man.  The  character  of  the  im- 
pulses traveling  in  the  tracts  may  be  determined,  in  part, 
by  the  nature  and  function  of  the  nuclear  groups  in  which 
they  arise  and  terminate. 

DOLLAR,  J.  R.;  HAND,  G.  S.;  BECK,  L.  R.  and  L.  R. 
BOOTS,  Departments  of  Anatomy  and  Obstetrics  and 
Gynecology,  University  of  Alabama  in  Birmingham,  Bir- 
mingham, Alabama.  Baboon  endometrium. 

Secretory  endometrium  was  obtained  by  trans-cervical 
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uterine  biopsy  and  prepared  for  morphological  and  histo- 
chemical  studies.  The  animals  used  for  this  research  con- 
sisted of  fifteen  normally  cycling  female  baboons,  Papio 
anubis  and  Papio  cyanocephalus.  A portion  of  each  biopsy 
was  quickly  frozen  and  ten-micron  sections  were  then  cut 
and  incubated  to  determine  the  activity  of  acid  and  alka- 
line phosphatase,  and  succinate  dehydrogenase.  Alkaline 
phosphatase  undergoes  a significant  decline  after  ovula- 
tion, but  again  increases  to  high  levels  during  the  late  sec- 
retory phase.  Acid  phosphatase  appears  during  the  early 
secretory  phase  and  attains  a high  level  of  activity  in  the 
late  secretory  phase.  During  this  latter  period  succinate 
dehydrogenase  is  at  maximal  activity  but  on  the  first  day 
of  menses  activity  within  the  glands  decreases  drastically 
in  comparison  with  the  stroma.  The  activity  of  acid  and 
alkaline  phosphatase  undergoes  a marked  decrease  at 
menses  as  well.  The  association  of  high  levels  of  acid  and 
alkaline  phosphatase  and  succinate  dehydrogenase  during 
the  late  secretory  stage  indicated  that  these  enzymes  play 
a dynamic  role  in  the  mechanism  of  endometrial  secretion. 

DUKE,  KENNETH  L.,  Department  of  Anatomy,  Duke 
University  Medical  Center,  Durham,  North  Carolina.  His- 
tological observations  on  the  ovary  of  Paradoxurus  her- 
maphroditus. 

The  mature  ovary  measures  about  12x8x6  mm  and  is 
encapsulated  by  a thin  transparent  membrane.  The  thick- 
ness of  the  surface  epithelium  varies  as  does  the  number 
of  invaginations  into  the  tunica  albuginea.  Occasionally 
large  cells  (oogonia?)  are  observed  in  the  surface  epi- 
thelium. The  tunica  albuginea  is  a definite  fibro-cellular 
layer  of  variable  thickness  (20-90  u).  The  rete  tubules  are 
moderately  developed  and  confined  mainly  to  the  area  of 
the  mesovarium. 

Follicular  growth  follows  the  conventional  mammalian 
pattern.  Antrum  formation  commences  when  the  follicle 
measures  200-300  u in  diameter.  Mature  follicles  are  as- 
sumed to  be  large:  perhaps  2500  u or  more  in  diameter. 
Oocyte  size  increases  from  about  25  u in  diameter  in  the 
primordial  follicle  to  about  120  u in  vesicular  follicles. 

The  theca  interna  differentiates  fairly  early  (larger  pri- 
mary follicles)  and  cellular  hypertrophy  occurs  in  follicles 
measuring  about  250  u in  diameter. 

The  bulk  of  the  interfollicular  tissue  is  made  up  of  inter- 
stitial gland  cells.  The  cytoplasmic  make-up  of  these  cells 
varies,  as  does  their  origin;  theca  interna  cells  of  atretic 
follicles  and  stromal  cells  are  implicated. 

GRIER,  H.  J.  and  MAHESH,  V.  B„  Department  of  En- 
docrinology, Medical  College  of  Georgia,  Augusta,  Geor- 
gia. The  effect  of  testosterone  and  glucocorticoids  on  skin 
structure  in  the  male  rat. 

In  our  studies  of  skin  alterations  caused  by  administra- 
tion of  glucocorticoids,  male,  hypophysectomized,  Sprague- 
Dawley  rats  were  injected  daily  with  0.1  ml  of  corn  oil 
containing  either  12.5  mg  per  Kg  body  weight  corticoster- 
one or  hydrocortisone  alone  or  in  combination  with  2.5  mg 
testosterone  propionate  per  Kg  body  weight.  Skin  struc- 
ture of  these  animals  was  compared  to  that  of  rats  receiving 
only  testosterone  or  to  control  animals  which  received  corn 
oil  injections. 


After  four  or  six  weeks  of  injections,  the  hair  was  clipped 
from  the  backs  of  all  animals.  Fine  stubble  was  removed 
with  a commercial  hair  remover  (Nair).  Animals  were 
killed  by  cervical  dislocation.  Excised  sections  of  skin  were 
fixed  in  Bouin’s  fluid,  embedded  in  glycol  methacrylate  or 
paraplast  and  sectioned  at  2 or  8 microns,  respectively. 
Sections  were  stained  with  hematoxylin  and  eosin. 

Glucocorticoid  injections  promoted  a generalized  thin- 
ning of  the  dermis  and  effective  inhibition  of  mitotic  divi- 
sions within  the  basal  layer  of  the  epidermis.  The  epider- 
mis consisted  of  only  the  basal  cell  layer  covered  by  a thin 
stratum  corneum.  Simultaneous  administration  of  testos- 
terone and  glucocorticoids  resulted  in  the  maintenance  of 
normal  skin  structure  in  the  epidermis.  The  skin  of  tes- 
tosterone injected  animals  was  similar  to  that  of  corn  oil 
controls. 

Supported  by  NIH  grant  #HD  01 12-08. 


HAINES,  D.  E.;  CULBERSON,  J.  L.;  and  G.  F.  MAR- 
TIN, Departments  of  Anatomy,  West  Virginia  University, 
Morgantown,  West  Virginia  and  Ohio  State  University, 
Columbus,  Ohio.  The  laterality  of  cerebellar  cortical  ef- 
ferents of  the  opossum  (Didelphis  marsupialis  virginiana). 

Numerous  investigators  have  addressed  the  question  of 
laterality  of  corticonuclear  fibers  and,  in  general,  agreed 
that  cerebellar  cortical  efferents  are  ipsilateral  although 
an  extensive  bilateral  pattern  has  been  reported  for  dog 
and  opossum.  In  view'  of  the  consensus  it  is  appropriate 
to  reconsider  this  question  in  the  American  opossum.  Le- 
sions were  placed  in  the  posterior  lobe  and  the  resulting 
degeneration  was  evaluated  after  staining  with  the  Fink 
and  Heimer  method.  Cerebellar  corticonuclear  and  corti- 
covestibular  projections  are  ipsilateral.  From  the  posterior 
vermis  fibers  project  into  caudal  and  lateral  portions  of  the 
medial  cerebellar  nucleus  and,  from  the  adjacent  para- 
vermal  cortex,  into  the  interposed  nuclei.  Our  preliminary 
data  suggests  a recognizable  topographic  relationship 
between  specific  regions  of  the  deep  nuclei.  Cerebellar 
corticovestibular  fibers  exit  the  cerebellum  via  a large  dif- 
fusely organized  juxtarestiform  body  to  terminate  pri- 
marily in  the  dorsal  half  of  the  ipsilateral  lateral  vestibular 
nucleus.  The  results  of  the  present  report  suggest  that  the 
general  pattern  of  cerebellar  cortical  efferents  of  opossum 
are  similar  to  those  reported  in  other  mammals.  We  can 
not  corroborate  the  suggestion  that  these  fibers  have  ex- 
tensive bilateral  terminations.  (Supported  by  PHS  Grant 

Supported  by  PHS  Grant  N S- 1 1 327-02  to  DEH,  and 
GRS  Grant  PHS  5-S01-05433. 


HAMEL,  E.  G.,  JR.;  BROWN,  J.  W.;  CAPRA,  NOR- 
MAN; KINNEY,  CLEVELAND;  ROMFH,  JOHN  H.; 
and  JAMES  R.  AUGUSTINE,  Department  of  Anatomy, 
University  of  Alabama  in  Birmingham,  Birmingham, 
Alabama.  A study  of  certain  mammalian  cortical  areas 
related  to  orientation  in  space. 

Rotation,  resulting  from  lesions  of  the  brain,  has  been 
observed  in  a number  of  animals.  Evidence  exists  which 
indicates  that  irritation  or  stimulation  of  certain  cortical 
areas,  including  the  insula,  produces  such  movements. 
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On  the  basis  of  recognized  functions  and  connections  of 
these  cortical  areas,  it  is  proposed  that  such  rotational 
movements  result  from  disturbances  of  the  organism’s 
orientation  in  space.  These  reports  demonstrate  the  role 
of  several  cortical  areas  in  the  production  of  rotational 
movements.  Experiments,  carried  out  on  opossum,  gerbil, 
rabbit,  cat  and  rhesus  monkey,  have  included  stimulation 
of  secondary  motor  cortical  areas  and  the  production  of 
either  irritative  or  destructive  lesions.  They  demonstrate 
the  role  of  these  areas  in  the  production  of  rotational  move- 
ments. Moving  pictures  document  these  rotational  re- 
sponses. It  is  proposed,  on  the  basis  of  these  results,  that 
several  secondary  motor  areas,  projecting  by  extrapyra- 
midal  pathways  are  involved  in  their  production.  It  is  pro- 
posed that  such  rotation  results  from  a loss  of  spacial  orien- 
tation. The  role  of  these  cortical  areas  and  their  projections 
will  be  considered  in  light  of  the  total  behavior  of  the  ani- 
mals studied. 


HIGGINBOTHAM,  LINDA,  Department  of  Anatomy, 
School  of  Medicine,  West  Virginia  University,  Morgan- 
town, West  Virginia.  Morphology  of  the  accomodation 
apparatus  in  the  newt  eye. 

Eyes  of  the  newt,  Notophthalmus  viridescens  virides- 
cens,  were  prepared  for  examination  in  the  light  and  scan- 
ning electron  microscope  in  order  to  study  the  normal  mor- 
phology of  the  accomodation  apparatus,  especially  the 
zonula. 

The  newt  eye  has  but  one  ventral  ciliary  process  which 
contains  the  protractor  lentis  muscle.  The  zonular  fiber 
arrangement  is  somewhat  different  in  the  dorsal  and  ven- 
tral parts  of  the  eye  due  to  the  one  ventral  ciliary  process. 
Generally,  the  zonula  arises  from  the  pars  ciliaris  retinae 
at  the  anterior  border  of  the  vitreous.  This  boundary  is 
intimate  although  a thin,  anterior  vitreous  (hyaloid)  mem- 
brane marks  the  junction  between  the  two.  In  the  dorsal 
half  of  the  eye,  the  fibers  arise  in  a cross-cross  manner 
from  the  ciliary  retina  and  insert  into  the  posterior  lens 
capsule  and  the  capsule  at  the  lens  equator.  No  fibers 
have  been  observed  inserting  onto  the  anterior  lens  cap- 
sule. 

Ventrally  the  fibers  have  a more  naos-medial  or  tem- 
pero-medial  course,  originating  laterally  from  the  ciliary 
retina  and  traveling  medially  toward  the  ventral  ciliary 
process.  Likewise,  as  in  the  dorsal  zonula,  a lattice  network 
is  formed  in  the  ventral  zonula  by  some  fibers  which  have 
a perpendicular  direction.  Zonule  fibers  attaching  to  the 
protractor  lentis  muscle  radiate  toward  the  posterior  lens 
capsule. 

Supported  by  NIH  Grant  EY00196-18. 


JOHNSON,  T.  B.,  JR.,  University  of  Alabama  at  Bir- 
mingham Medical  Center,  Birmingham,  Alabama.  An 
electron  microscopic  examination  of  blood  platelet  inter- 
action with  dextran. 

Dextran  solutions  have  been  used  for  over  thirty  years  as 
plasma  expanders  in  the  treatment  of  hypovolemic  shock 
and  severe  burns.  Research  by  other  workers  has  shown 
that  dextran  infusions  leads  to  coagulation  abnormalities 


and  prolongation  of  bleeding  times.  One  explanation  of 
these  abnormalities  has  been  that  dextran  interacts  with 
platelets  and  prevents  normal  aggregation  and  release  of 
platelet  factor-3. 

In  order  to  determine  if  platelets  interact  with  dextran, 
rat  platelet  rich  plasma  was  incubated  with  dextrans  of 
molecular  weights  varying  from  10,000  to  170,000  in 
vitro.  Following  histochemical  staining,  thin  sections  were 
examined  by  transmission  electron  microscopy.  Dextran 
was  localized  in  association  with  platelet  coat  material  on 
the  surface  of  the  platelet  and  in  the  surface  connected 
channels.  Observations  showed  platelet  factor-3  was  re- 
leased and  was  not  associated  with  dextran.  Dextran  may 
be  blocking  receptor  sites  on  platelet  surfaces,  coating 
vessel  walls,  or  interacting  with  circulating  clotting  fac- 
tors. 


KIMMEL,  D.  L.  and  J.  L.  CULBERSON,  Departments 
of  Anatomy,  University  of  Otago,  Dunedin,  New  Zealand 
and  West  Virginia  University,  Morgantown,  West  Virgin- 
ia. Distribution  of  the  caudal  dorsal  root  fibers  in  the 
spinal  cord  of  the  Phalanger  (brush-tail  possum). 

The  CNS  distribution  of  caudal  and  sacral  primary  af- 
ferent fibers  was  studied  in  the  phalanger  after  sectioning 
one  or  several  dorsal  roots  and  staining  cord  sections  by 
the  Fink-Heimer  method.  Lateral  division  afferent  fibers 
extend  into  about  four  segments  via  the  dorsolateral 
fasciculus  (DLF);  their  collaterals  form  a plexus  in  lamina 
I,  where  some  fibers  probably  synapse.  Other  DLF  fibers 
enter  laminae  III-IV  by  penetrating  lamina  II  or  by 
coursing  around  the  dorsal  horn.  Medical  division  primary 
afferents  enter  fasciculus  gracilis  and  while  coursing 
rostrally  and  caudally  there  drop  collaterals  into  the  gray 
at  several  levels.  These  axons  end  mostly  in  ipsilateral 
laminae  III-IX;  their  greatest  density  is  in  laminae  III  and 
IV  (all  levels)  and  in  the  dorsal  commissural  nucleus 
(sacral  levels).  Others  extend  ventrally  to  end  in  laminae 
VI  and  VII  and  on  motor  neurons  of  lamina  IX.  At  cord 
levels  studied,  most  afferents  to  ventral  horn  distribute  to 
lateral  motor  cells.  Very  small  numbers  of  primary  af- 
ferents terminate  contralaterally;  after  crossing  they  end 
in  either  the  dorsal  commissural  nucleus  or  in  a longitu- 
dinal plexus  in  lateral  lamina  III,  usually  within  one  seg- 
ment. Fibers  of  sacral  and  caudal  origin  also  send  collat- 
erals to  the  lateral  part  of  nucleus  dorsalis  at  T12-L3. 


LAWRENCE,  I.  E„  JR.  and  H.  W.  BURDEN,  Depart- 
ment of  Anatomy,  School  of  Medicine,  East  Carolina 
University,  Greenville,  North  Carolina.  Observations  on 
innervation  of  the  rat  interstitial  gland. 

Autonomic  innervation  of  the  interstitial  gland  of 
the  rat  ovary  was  studied  on  days  4,  6,  10,  14  and  18  of 
pregnancy  with  the  acetylcholinesterase  procedure,  the 
Falck-Hillarp  technique,  and  electron  microscopy  after 
5-hydroxydopamine  treatment.  Acetylcholinesterase-po- 
sitive nerves  were  present  as  perivascular  plexuses  at  all 
stages  studied.  Adrenergic  nerves  were  present  in  the 
interstitial  gland  in  all  stages  studied.  The  number  and/ 
or  intensity  of  interstitial  fluorescent  adrenergic  nerves 
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increased  as  pregnancy  progressed.  Measurement  of 
norepinephrine  with  the  fluorometric  procedure  showed  a 
progressive  increase  in  the  neurotransmitter  in  the  ovary 
except  on  day  6.  Fine  structural  studies  after  administra- 
tion of  the  false  transmitter,  5-hydroxydopamine,  showed 
that  the  innervation  of  the  steroidogenic  cells  of  the  inter- 
stitial gland  is  adrenergic.  Thus,  morphological  evidence 
for  an  autonomic  influence  on  steroid  cell  function,  partic- 
ularly ovarian  interstitial  cells,  appears  unequivocal.  Pre- 
liminary data  from  work  in  progress  suggests  that  the  re- 
sponse of  interstitial  steroidogenic  cells  to  physiological 
stimuli  is  altered  after  interruption  of  innervation. 


LIMWONGSE,  V1SAKA  and  MARK  DE  SANTIS,  De- 
partment of  Anatomy,  Georgetown  University,  Washing- 
ton, D.C.  Anatomical  demonstration  of  gamma  motor 
neurons  in  the  rat’s  trigeminal  motor  nucleus. 

Most  muscles  of  mastication  in  the  rat  contain  numerous 
muscle  spindles  whose  intrafusal  muscle  fibers  possess  a 
motor  innervation1.  The  purpose  of  this  study  was  to  de- 
termine the  course  of  axons  and  the  position  of  cell  bodies 
of  gamma  motor  neurons  innervating  masticatory  muscle 
spindles  in  the  adult  rat.  Size  distributions  of  myelinated 
nerve  fibers  in  the  trigeminal  motor  root  and  of  cell  bodies 
in  the  trigeminal  motor  nucleus  were  bimodal.  For  the 
motor  root  the  peaks  occurred  at  3-5  and  11-15  um;  for  the 
motor  nucleus  peaks  were  at  8-16  and  1 8-30  um.  The  brain- 
stems were  examined  for  neuronal  somata  undergoing  the 
axonal  reaction  at  5,  10  or  15  days  following  a unilateral 
lesion  of  either  the  motor  or  the  sensory  root  of  the  tri- 
geminal nerve2.  Motor  root  lesions  resulted  in  chroma- 
tolysis and  nuclear  eccentricity  in  small  and  large  neurons 
of  the  ipsilateral  trigeminal  motor  nucleus.  Motor  nucleus 
neurons  did  not  exhibit  the  axonal  reaction  after  a sensory 
root  lesion.  The  brainstems  of  rats  which  had  received 
horseradish  peroxidase  (HRP)  injections  into  the  masseter 
and  temporalis  muscles  were  examined  at  6 to  30  hours 
after  injection  to  study  the  position  of  neurons  labeled  by 
retrograde  transport  of  HRP3.  The  somata  and  dendrites 
of  both  small  and  large  neurons  in  the  ipsilateral  trigeminal 
motor  nucleus  were  labeled  after  unilateral  injections.  Bi- 
lateral injections  combined  with  a unilateral  lesion  of  the 
motor  root  resulted  in  no  labeling  of  neuronal  somata  on 
the  side  ipsilateral  to  the  lesion.  The  results  of  these  experi- 
ments suggest  that  small  neuronal  somata  interspersed 
among  the  larger  (alpha)  motor  neurons  of  the  trigeminal 
motor  nucleus  are  gamma  motor  neurons  whose  axons 
leave  the  brainstem  over  the  motor  root  of  the  trigeminal 
nerve. 

1.  Karlsen,  K.  1965.  Acta  Odont.  Scand.  23:521-547. 

2.  Nyberg-Hansen,  R.  1965.  Exp.  Neurol.  13:71-81. 

3.  Kristenssen,  K.,  Olssen,  Y.  and  Sjostrand,  J.  1971. 

Brain  Res.  32:399-406. 


MAIER,  ALFRED,  Department  of  Anatomy,  University 
of  Alabama  in  Brimingham,  Birmingham.  Alabama.  Blood 
supply  of  vertebrate  muscle  spindles. 

The  blood  supply  of  pigeon,  macaque,  rabbit,  guinea  pig 
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and  cat  hind  limb  muscle  spindles  was  studied  by  staining 
the  red  blood  cells  contained  in  their  vessels.  Vascularity 
was  evaluated  by  counting  stained  blood  vessels,  noting 
their  location  and  measuring  the  diameter  of  their  lumen. 
Blood  vessels  were  seen  in  all  133  spindles  analyzed.  In 
each  species  at  least  82  per  cent  of  all  vessels  located  had  a 
general  course  parallel  to  the  longitudinal  axis  of  the 
spindle.  In  the  intracapsular  space  most  blood  vessels  were 
found  in  proximity  to  the  neural  structures  of  the  equato- 
rial and  juxtaequatorial  regions.  Close  contact  with  intra- 
fusal fibers  usually  occurred  only  at  the  polar  regions  and 
beyond  the  encapsulated  portion  of  the  spindle.  The  largest 
diameter  vessels  seen  in  an  intracapsular  space  was  22 
micra,  in  a cat  spindle.  However,  most  intracapsular  ves- 
sels were  of  capillary  size.  The  diameter  of  vessels  contin- 
guous  with  the  external  surface  of  the  capsule  ranged  from 
6 to  150  micra.  If  calculated  per  unit  volume,  the  spindle 
capsule  was  the  most  vascular  portion  of  the  spindle.  Com- 
parison with  extrafusal  muscle  showed  that  the  density  of 
the  vascular  supply  of  the  spindle  was  not  markedly  dif- 
ferent from  that  of  extrafusal  fibers.  This  would  seem  to 
suggest  that  the  metabolic  demand  of  the  muscle  spindle 
is  not  significantly  greater  than  that  of  extrafusal  fibers. 

MARTIN,  G.  F.;  HENKEL,  C.  K.;  and  J.  S.  KING,  De- 
partment of  Anatomy,  College  of  Medicine,  The  Ohio 
State  University,  Columbus,  Ohio.  Anatomical  evidence 
for  cerebellar  modulation  of  its  climbing  fiber  input. 

Recent  results  from  our  laboratory  provide  evidence  for 
cerebellar  feedback  to  several  “precerebellar”  nuclei  of  the 
brainstem,  e.g.,  the  basilar  pons,  the  reticulotegmental 
nucleus  and  the  inferior  olive.  The  projections  to  the  in- 
ferior olive  are  particularly  significant,  however,  because 
that  nucleus  is  believed  to  be  the  major  source  of  cerebellar 
climbing  fibers.  Although  degeneration  methods  suggest 
that  cerebello-olivary  fibers  are  limited  in  their  origin  and 
distribution,  the  horseradish  peroxidase  and  autoradio- 
graphic techniques  indicate  that  they  arise  in  all  deep 
cerebellar  nuclei  and  distribute  in  a complicated,  but  or- 
ganized manner  to  most  areas  of  the  contralateral  olive. 
The  organization  of  this  feedback  suggests  that  the  neu- 
rons within  the  deep  cerebellar  nuclei  which  project  to 
specific  regions  of  the  olive  are  those  receiving  fibers  from 
the  parts  of  the  cerebellar  cortex  which  are  linked  to  the 
comparable  olivary  regions.  Our  results  also  indicate  that 
cerebello-olivary  fibers  arise  from  specific  populations  of 
cells,  at  least  within  the  lateral  and  anterior  interpositus 
nuclei,  which  are  identifiable  by  their  size. 

Supported  by  USPHS  Grants  NS-08798  and  NS-07410. 


MAYBERRY,  H.  E.  and  R.  NEAL,  Department  of  Anat- 
omy, School  of  Medicine,  University  of  North  Carolina, 
Chapel  Hill,  North  Carolina.  Distribution  of  14C-labeled 
ascorbic  acid  in  the  mouse  studied  by  whole-body  auto- 
radiography. 

Whole-body  autoradiograms  were  prepared  from  twelve 
male  mice  killed  at  intervals  of  either  6 min.  20  min,  1 hr 
or  24  hrs  following  a single  (6-10  uCi)  injection  of  L- 
ascorbic-l-14C  acid  (14C-AA).  Four  of  the  mice  killed  at 
6 min  were  pretreated  with  0.01  mg  of  unlabeled  AA  6 
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min,  20  min,  1 hr  and  24  hrs  before  receiving  the  14C-AA. 
The  remaining  four  pairs  of  mice  were  not  pretreated.  In 
the  non-pretreated  mice,  high  levels  of  radioactivity  were 
present  in  the  intestines,  the  submandibular,  sublingual 
and  Harder’s  glands,  livers,  bronchi,  pituitary  glands, 
adrenal  cortices,  kidneys,  tooth  buds  and  choroid  plexus. 
Lesser  concentrations  of  radioactivity  were  found  in  the 
blood,  skin,  nasal  mucosa,  esophagus  and  stomach.  In  the 
mice  killed  during  the  earlier  periods,  the  salivary  glands, 
Harder’s  glands,  intestines,  liver,  kidneys,  adrenal  cortices 
and  pituitary  glands  had  the  greatest  concentrations  of 
radioactivity.  By  24  hrs,  however,  the  concentration  of 
radioactivity  in  the  liver  and  kidney  was  much  lower  than 
that  of  the  other  organs.  Significant  concentrations  of  ra- 
dioactivity in  the  CNS  and  testes  were  found  only  in  the 
mice  killed  at  24  hrs.  Pretreatment  with  unlabeled  AA 
seemed  to  inhibit  uptake  of  radioactive  material  primarily 
in  the  livers  and  intestines. 


MCDONALD,  T.;  SCOTT,  D.;  and  E.  HOWARD,  De- 
partments of  Anatomy  and  Cell  and  Molecular  Biology, 
Medical  College  of  Georgia,  Augusta,  Georgia.  A mor- 
phological study  of  mammary  hyperplastic  alveolar  nod- 
ules. 

Mouse  mammary  hyperplastic  alveolar  nodules  (HAN) 
can  be  maintained  for  experimental  purposes  by  continu- 
ously transplanting  the  hyperplastic  tissue  in  gland-free 
mammary  fat  pads  of  virgin  mice.  In  the  present  we  have 
compared  the  ultrastructure  of  HAN  and  their  interstitial 
tissue  with  mammary  alveolar  tissue  of  normal  mid-preg- 
nant mice. 

As  compared  to  the  normal  gland  the  alveoli  of  HAN 
contained  a greater  variety  of  cell-types.  Myoepithelial 
were  often  grossly  enlarged  and  contained  multiple  nuclei. 
Alveolar  cells  contained  numerous  small  vacuoles  com- 
posed of  moderately  dense  material  enclosed  in  a single 
membrane.  There  were  no  typical  secretion  granules  and 
relatively  fewer  lipid  inclusions  in  the  alveolar  cells.  Undif- 
ferentiated cells  and  degenerating  cells  were  also  present 
in  the  alveoli.  Intracisternal  type  A viral  particles  were 
present  in  practically  all  of  the  cells. 

Plasma  cells  and  phagocytes  seemed  to  be  increased  in 
the  interstitium  of  HAN  and  associated  fat  cells  tended  to 
be  multilocular  and  lacking  of  glycogen  granules. 


MCDONALD,  T.;  SWIFT,  T.;  and  P.  DYKEN,  Depart- 
ments of  Anatomy  and  Neurology,  Medical  College  of 
Georgia,  Augusta,  Georgia.  Myelin  changes  in  the  sural 
nerve  in  Hunter’s  syndrome. 

Hunter’s  syndrome  is  a form  of  mucopolysaccharidosis 
characterized  by  multiple  anomalies  in  the  affected  indi- 
vidual. This  report  concerns  a study  with  electron  micro- 
scopy of  a biopsy  of  the  sural  nerve  in  a patient  with  typical 
Hunter’s  syndrome.  It  represents  one  of  the  few  ultrastruc- 
tural  studies  of  the  peripheral  nervous  system  in  such  pa- 
tients. 

The  most  obvious  abnormality  in  the  tissue  involved  the 
myelin.  In  certain  areas  the  myelin  lamellae  were  inter- 
rupted by  clear  spaces  containing  irregular  strands,  whirls 
or  homogeneous  masses  of  osmiophilic  material.  In  some 


instances  these  structures  seemed  to  be  formed  de  novo 
in  the  Schwann  cell  cytoplasm;  in  others,  they  seemed  to 
represent  a focal  degeneration  of  the  existing  lamellae. 
In  the  area  of  the  nucleus  of  Schwann  cells  one  often  found 
heavy  accumulations  of  glycogen,  “zebra  bodies”  and  large 
membrane-bound  dense  granules.  Fibroblasts  in  the  endo- 
neurium  and  perineurium  contained  a variety  of  unusual 
inclusions,  the  most  common  of  which  were  aggregates  of 
relatively  large  clear  vacuoles  which  are  commonly  found 
in  fibroblasts  of  patients  with  mucopolysaccharidoses. 

MELOAN,  S.  N.;  PUCHTLER,  H.;  and  G.  R.  PALMER, 
Department  of  Pathology,  Medical  College  of  Georgia, 
Augusta,  Georgia.  Effects  of  solvents  on  staining  patterns 
of  elastica  stains. 

Previous  studies  showed  that  elastica  stains  are  not  spe- 
cific for  elastin,  but  are  bound  also  by  collagenous  pseudo- 
elastica  and  collagen  of  infants.  Recently,  chemists  de- 
tected a new  type  of  collagen  in  arteries  and  infant  skin 
and  termed  it  [a  1 ( 1 1 1 )]3.  Since  this  collagen  is  cross-linked 
by  disulfide  bonds,  it  cannot  be  extracted  with  conven- 
tional technics  and  remains  in  the  elastin  fraction.  During 
investigations  of  this  collagen,  we  studied  effects  of  the 
nature  and  concentration  of  alcohols  on  the  staining  pat- 
tern of  resorcin-fuchsin,  aldehyde-fuchsin  and  orcein. 

Dye  binding  decreased  with  increasing  concentration 
and  molecular  weight  of  alcohols.  Dyes  in  40%  methanol 
colored  all  tissue  structures;  dyes  in  absolute  isopropanol 
left  sections  unstained.  Elastica  stains  in  absolute  ethanol 
refused  to  react  with  elastin,  e.g.  elastic  membranes  of 
aorta,  but  pseudo-elastica  and  collagen  of  infants  were 
strongly  colored.  For  simultaneous  demonstration  of  elas- 
tin and  pseudo-elastica,  sections  were  counterstained  with 
tannic  acid-phosphomolybdic  acid-Orseillin  or  similar  dyes. 

Correlation  of  histochemical  findings  with  chemical  data 
indicate  that  the  pseudo-elastica  corresponds  to  [a  1 (III)]3 
collagen. 

Supported  by  USPHS  Research  Grant  HL  12147  from 
the  National  Heart  and  Lung  Institute. 

MONTGOMERY,  R.  L.  and  E.  L.  CHRISTIAN,  De- 
partment of  Anatomy,  University  of  North  Carolina, 
Chapel  Hill,  North  Carolina.  Aging  and  the  hippocampus. 

Patients  having  suffered  from  epilepsy  often  show  hip- 
pocampal temporal  or  Ammon’s  horn  sclerosis  which  is 
characterized  by  gliosis  and  loss  of  neurons  in  the  Sommer 
sector  and  end  folium. 

Several  papers  dealing  with  the  effects  of  nicotinamide 
antagonists  reported  hippocampal  lesions  occuring  in  mice, 
rats  and  cats  treated  with  3-acetylpyridine.  The  specific 
influence  of  3-acetylpyridine  as  a convulsant  agent  on  the 
hippocampus  suggested  to  us  the  possibility  of  inducing 
acute  histopathological  changes  in  pyramidal  neurons  in 
selected  architectonic  fields  of  the  hippocampus  in  both 
young  and  senescent  animals  as  an  analytical  tool  for 
studying  the  vulnerability  of  aging  neurons  to  injury. 

Both  young  and  aging  male  mice  received  500  mg/ kg 
body  weight  of  3-acetylpyridine  intraperitoneally.  Addi- 
tional experiments  were  carried  out  in  young  and  old  mice 
to  determine  whether  hippocampal  lesions  produced  by  3- 
acetylpyridine  could  be  prevented  by  the  simultaneous 
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administration  of  nicotinamide.  The  pyramidal  cells  of  the 
hippocampus  of  young  adult  mice  treated  with  3-acetyl- 
pyridine  showed  necrosis  in  the  h2  and  h^  fields.  Nicotin- 
amide prevented  pyramidal  cell  necrosis  in  young  mice. 
Aging  mice  appeared  more  vulnerable  to  the  effects  of  3- 
acetylpyridine  and  less  protected  by  nicotinamide. 

MURRAY,  H.  M.  and  H.  ZEN1CK,  Department  of 
Anatomy,  University  of  New  Mexico,  Albuquerque,  New 
Mexico  and  Institute  of  Research,  New  Mexico  Highlands 
University,  Las  Vegas,  New  Mexico.  The  effects  of  lead 
exposure  on  the  developing  rat  parietal  cortex. 

Lead  is  known  to  cause  encephalopathy  in  humans  and 
the  latent  effects  of  encephalopathy  on  mental  develop- 
ment have  been  known  for  some  time.  Recently,  several 
neuroanatomical  studies  have  demonstrated  dendritic 
spine  loss  or  abnormalities  in  association  with  mental 
retardation  in  children  (Purpura,  1974,  and  others). 

Brains  of  control  and  experimental  30-day  old  rats  were 
stained  by  either  the  rapid  Golgi  or  Golgi-Kopsch  tech- 
nique. Coronal  sections,  120u  thick,  through  the  parietal 
cortex,  were  examined  with  the  light  microscope.  In  con- 
trol animals,  pyramidal  cells  of  layers  II-1II  and  layer  V 
possess  dendritic  spines  of  the  normal  adult  configuration: 
thin,  stubby  and  mushroom-shaped.  The  pyramidal  cells 
in  lead-exposed  animals  show  varying  degrees  of  dendritic 
spine  loss  and  abnormal  shapes,  although  some  cells  ap- 
parently are  not  affected.  Among  those  demonstrating 
changes,  the  most  common  observation  is  that  of  a reduc- 
tion in  spine  number.  This  loss  is  noted  on  basilar  as  well 
as  apical  dendrites  and  is  apparent  on  primary,  secondary 
and  tertiary  dendrites.  Morphologic  abnormalities  include 
an  increase  in  length  of  the  stalk  of  thin  spines  and  a de- 
crease in  the  number  of  stubby  spines. 

Supported  by  NIH  Grant  MBS-5S06  RR  0866-2  to  H.Z. 


ODOR,  D.  L.  and  R.  J.  BLANDAU,  Department  of 
Anatomy,  Medical  College  of  Virginia,  Richmond,  Vir- 
ginia, and  Department  of  Biological  Structure,  University 
of  Washington,  Seattle,  Washington.  Ciliated  vacuoles 
and  “ microglands ” of  the  rabbit  cervix. 

Endocervical  tissues  from  adult  rabbits,  under  varying 
hormonal  conditions,  were  processed  for  electron  micro- 
scopy. Lor  in  vitro  studies,  the  epithelium  was  dissociated 
in  a solution  containing  0.25%  trypsin  and  then  cultured  on 
gel  coated  cover  slips  in  Rose  chambers  in  a modified 
Eagle’s  medium  containing  10%  horse  serum.  The  epithe- 
lial monolayers  were  examined  and  photographed  with  a 
phase  microscope. 

Most  often  the  ciliated  vacuoles  lay  basally,  either  below 
or  to  one  side  of  the  nuclei  of  the  ciliated  cells.  Cilia  and 
microvilli  projected  into  the  vacuolar  lumen.  In  some  vacu- 
oles the  ends  of  the  cilia  appeared  to  be  degenerating;  cel- 
lular debris  and  a proteinaceous  fluid  lay  in  the  lumen. 
Careful  observation  and  cinematography  of  the  epithelial 
cultures,  correlated  with  light  and  electron  microscopic 
observations,  led  to  the  conclusion  that  the  vacuoles  are 
intracellular.  The  rate  of  ciliary  beat  within  the  vacuoles, 
as  determined  by  a photosensor,  averaged  19.51  beats/ 
second. 


By  a deep  invagination  of  the  apical  ends  of  individual 
secretory  cells  “microglands”  were  formed.  In  a few 
estradiol-treated  rabbits  intraepithelial  cysts  developed. 

Supported  by  USPHS  Grant  HD-03752  from  NIH. 

POOLE,  M.  G;  MAHESH,  V.  B.;  and  A.  COSTOFF, 
Department  of  Endocrinology,  Medical  College  of  Georgia. 
Augusta,  Georgia.  An  ultramorphometric  approach  to  the 
study  of  prolactin  cells  in  the  rat  anterior  pituitary  gland. 

The  synthesis  and  secretion  of  hormones  in  pituitary 
gonadotropes  is  difficult  to  evaluate  by  conventional  meth- 
ods due  to  the  large  number  of  heterogenous  cell  types.  An 
attempt  to  study  cellular  dynamics  in  rat  pituitary  prolactin 
cells  using  ultramorphometric  techniques  is  made  in  this 
study.  Serum  and  pituitary  samples  were  obtained  from 
adult  rats  during  various  times  of  the  estrous  cycle  and 
prolactin  (PRL)  levels  determined.  From  these  data  two 
points  were  chosen  to  subsequently  study  cellular  dynam- 
ics of  PRL  cells  using  ultramorphometry.  One  time  was  4 
PM  of  proestrus,  when  pituitary  and  serum  PRL  levels 
were  both  elevated  with  the  pituitary  levels  showing  a 
dramatic  fall  during  the  next  few  hours;  the  other  12  mid- 
night (M),  early  estrus.  where  the  serum  levels  of  PRL  re- 
mained elevated  the  pituitary  levels  were  low  and  starting 
to  increase.  Replenishment  of  pituitary  PRL  in  face  of 
elevated  serum  levels  in  all  probability  occurred  due  to 
accelerated  synthesis.  At  this  time  the  organelles  generally 
involved  in  protein  synthesis  and  packaging  showed  the 
following  changes  in  volume:  whole  cell  +21%,  nuclear 
volume  +29%,  rough  endoplasmic  reticulum  +61%  with  no 
change  in  surface  area  indicating  swelling  of  cisternae, 
and  Golgi  complexes  +69%.  These  findings  coupled  with 
the  increase  of  Golgi  zone  granules  of  144%  and  decrease 
in  mature  granules  of  164%  at  12  M indicate  that  at  this 
time  the  PRL  cells  are  very  active  in  the  synthesis  of  hor- 
mone and  accounts  for  the  rise  of  pituitary  levels  in  the 
presence  of  sustained  release. 

Supported  by  NIH  Grant  #HD  0112-08. 


RHOADS,  J.  E.,  Department  of  Anatomy,  Medical  Col- 
lege of  Georgia,  Augusta,  Georgia,  and  Medical  College 
of  Ohio,  Toledo,  Ohio.  Technique  for  the  preservation  of 
cadavers  using  heat  sealable  polyester  film  pouches  and 
vacuum. 

Pouches  constructed  from  Medpar  polyester  film  (3M 
Company)  have  been  used  to  store  and  preserve  over  300 
cadavers  for  periods  up  to  and  exceeding  two  years.  Two 
sheets  of  film  approximately  16  inches  longer  than  the 
cadaver  are  cut  from  a roll  30  inches  wide.  Along  one  side 
the  edges  are  positioned  and  tacked  with  a tacking  iron 
then  sealed  with  a Doughboy  Power  Hand  Sealer  set  at 
350°  F.  The  cadaver,  which  has  been  perfused  with  ana- 
tomical fluid,  one  gallon  per  35  pounds  of  body  weight, 
is  placed  between  the  two  sheets  and  the  remaining  edges 
are  tacked  and  sealed.  A corner  is  cut  from  the  pouch  large 
enough  to  pour  3 liters  of  anatomical  fluid  by  funnel  into 
the  pouch  and  to  insert  a hose  for  air  evacuation  after 
which  the  corner  is  sealed.  This  results  in  a thin  layer  of 
fluid  surrounding  the  cadaver.  The  cadaver  is  ready  for 
storage  and  requires  no  refrigeration.  The  film  is  tough  and 
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durable  and  resistant  to  chemicals  such  as  liquid  phenol, 
formalin,  and  alcohols.  This  technique  has  resulted  in 
greater  ease  of  handling  and  storage.  The  fdm  is  clear  and 
the  cadaver  can  be  directly  observed.  Dehydration,  mum- 
mification, and  other  problems  usually  associated  with 
cadaver  preservation  and  storage  are  minimal. 


ROSENQUIST,  T.  H.,  Department  of  Anatomy,  Med- 
ical College  of  Georgia,  Augusta,  Georgia.  Histochemistry 
of  subcutaneous  connective  tissue:  Diabetic  compared  with 
control. 

Feet  from  diabetics  and  nondiabetics  were  obtained  at 
amputation,  where  a catheter  was  placed  in  either  the  an- 
terior or  posterior  tibial  artery  at  the  conclusion  of  the 
surgical  procedure,  and  the  specimen  was  immediately 
perfused  with  an  aldehyde  fixative  solution.  A portion  of 
the  skin  and  subcutaneous  connective  tissue  was  removed 
from  the  distal  medial  quadrant  of  the  plantar  surface  near 
the  junction  of  the  four  quadrants.  The  tissue  was  em- 
bedded in  paraffin  and  sectioned  at  20u.  Sections  were 
mounted  and  stained  with  Alcian  blue  8GX  according  to 
the  procedure  of  Scott  and  Dorling  (Histochemie,  5:221, 
1965).  Relative  alcianophilia  was  determined  by  atomic 
absorption  spectrophotometry  according  to  the  quantita- 
tive procedure  of  Rosenquist  and  Rosenquist  (Journal  of 
Histochemistry  and  Cytochemistry,  22:104,  1974).  By  com- 
bining the  differential  procedure  with  the  quantitative 
procedure,  it  was  possible  to  determine  that  the  contribu- 
tion of  acidic  glycosaminoglycan  to  overall  alcianophilia 
of  the  tissue  was  significantly  less  for  the  tissue  from  dia- 
betics compared  with  the  tissue  from  controls;  and  sul- 
fated  glycosaminoglycans  were  the  fraction  most  reduced. 


SARPHIE,  T.  G.  and  D.  J.  ALLEN,  Department  of 
Anatomy,  College  of  Medicine,  University  of  South 
Alabama,  Mobile,  Alabama.  Invasion  of  the  leptomeninges 
in  experimental  amoebic  meningoencephalitis.  SEM  of 
Hartmannella  culbertsoni. 

With  the  use  of  scanning  electron  microscopy  (SEM), 
this  investigation  studied  the  pathogenic  effects  of  Hart- 
mannella culbertsoni , strain  A-l,  on  the  leptomeningeal 
linings  of  the  subarachnoid  space  surrounding  the  spinal 
cords  from  experimentally  inoculated  dogs. 

Examination  of  the  experimental  tissues  from  a number 
of  vertebral  levels  revealed  that  the  amoebae  appeared  to 
attack  the  macrophages  associated  with  both  the  pia  mater 
and  the  arachnoid  surfaces  bathed  by  cerebrospinal  fluid 
(CSF).  These  organisms  were  observed  to  eventually, 
within  100  hours  of  inoculation,  traverse  the  naturally- 
occurring  phial  fenestrations  definitively  establishing  the 
portal  of  entry  by  which  they  gain  access  to  the  central 
nervous  system  (CNS). 

Stock  preparations  of  these  amoebae,  extracted  directly 
from  the  culture  medium,  for  SEM  study  facilitated  their 
identification  within  the  subarachnoid  space  and  provided 
a heretofore  unobserved  survey  of  their  pleomorphic  sur- 
face features.  In  addition,  this  study  supported  the  previ- 
ous observations  of  the  ultrastructural  characteristics  of 
the  leptomeningeal  lining  cells  that  face  this  intervening 


space.  Aside  from  a high  degree  of  cellular  overlap,  these 
cells  were  noted  to  have  such  surface  specializations  as 
microvilli,  blebs,  fenestrations  and  macrophages. 


SCHAPIRO,  H.;  McDOUGAL,  H.  D.;  and  1.  ALBERT, 
Department  of  Anatomical  Sciences,  Eastern  Virginia 
Medical  School  and  Department  of  Psychology,  Old  Do- 
minion University,  Norfolk,  Virginia.  The  effect  of  visual 
deprivation  on  gastrointestinal  ulceration. 

The  Exalto-Mann-Williamson  (EMW)  technic  induced 
perforated  jejunal  ulcers  and  death  in  seven  dogs  with  a 
mean  survival  of  38  days.  This  survival  time  was  increased 
to  49  days  in  seven  other  dogs  that  were  blinded  30  days 
before  the  EMW  procedure.  None  of  these  dogs  died  of  a 
perforated  ulcer  though  six  of  the  seven  had  jejunal  ulcers. 

Twenty-five  of  39  control  Holtzman  rats  (64%)  and  1 1 
of  31  blinded  Holtzman  rats  (35%)  demonstrated  ulcer- 
ations in  the  forestomach  12  hours  after  pyloric  ligation. 
Eleven  of  14  control  Wistar  rats  (78%)  and  six  of  19 
blinded  Wistar  rats  (31%)  demonstrated  ulcerations  in  the 
forestomach  12  hours  after  pyloric  ligation.  The  mean 
incidence  of  ulceration  in  the  control  rats  was  68%  as  com- 
pared to  34%  in  the  blinded  rats.  Five  of  the  53  control  rats 
showed  gastric  perforations  while  none  were  observed  in 
the  blinded  rats. 

All  31  control  Sprague-Dawley  rats  demonstrated  ulcer- 
ations in  the  glandular  portion  of  the  stomach  while  only 
21  of  26  blinded  Sprague-Dawley  rats  exhibited  ulcerations 
in  the  glandular  portion  of  the  stomach  90  minutes  after 
restraint  and  cold  stress.  Visual  deprivation  reduced  the 
restraint  and  cold  stress  ulcer  incidence  by  24%.  The  con- 
trol rats  exhibited  grade  +++  ulcers  in  45%  of  the  exper- 
iments while  the  blinded  rats  exhibited  grade  +++  ulcers 
in  only  15%  of  the  experiments. 


SHEAR,  C.  R.  and  W.  K.  O’STEEN,  Department  of 
Anatomy,  Emory  University,  Atlanta,  Georgia.  Extraocular 
muscle  cell  degeneration:  An  ultrastructural  study  of  in- 
candescent radiant  energy  induced  change. 

The  extraocular  muscle  fibers  of  the  albino  rat  undergo 
reversible  degeneration  following  brief  exposure  to  incan- 
descent radiant  energy  (3.5  to  24  hrs.)  in  elevated  environ- 
mental temperatures  (25  to  39°C).  Peripheral  fibers  were 
damaged  before  the  more  central  fibers  in  each  of  the  mus- 
cles studied.  All  of  the  damaged  fibers  were  affected  more 
severely  near  their  insertion  than  more  distant  from  the 
surface  of  the  eye.  Longer  exposures  to  radiant  energy 
(18  to  24  hrs.)  increased  the  number  of  damaged  muscle 
cells  and  the  length  of  the  cell  affected.  Degeneration 
was  not  observed  in  animals  maintained  at  elevated  en- 
vironmental temperatures  in  the  absence  of  radiant  ener- 
gy. Electron  microscopy  showed  dilation  and  swelling  of 
the  longitudinal  elements  of  the  sarcoplasmic  reticulum 
in  the  least  damaged  cells.  In  the  more  degenerated  muscle 
fibers  the  entire  sarcoplasmic  reticular  system  appeared  to 
be  dilated,  myofibrils  lacked  the  usual  Z disc  structures,  I 
bands  were  absent,  and  mitochondria  contained  crystalline 
inclusions  and  ill-defined,  electron-dense  bodies.  In  myo- 
fibrils that  lacked  Z discs,  the  contractile  filaments  re- 
mained organized  as  shortened  “pseudo-sarcomeres”  with 
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each  thick  filament  surrounded  by  more  than  6 thin  fila- 
ments. The  possibility  that  an  increase  in  free  intracellular 
Ca2+,  derived  from  the  altered  sarcoplasmic  reticulum,  is 
responsible  for  the  observed  ultrastructural  changes  is 
currently  being  investigated.  (Supported  in  part  by  NIH 
Grants  AM  18385  and  Ey  01566.) 


SHEETZ,  J.  H.,  Jr.,  Department  of  Anatomy,  Univer- 
sity of  Alabama  in  Birmingham  Medical  Center,  Birming- 
ham, Alabama.  Structural  and  functional  relationships 
between  secretory  cell  types  in  postnatal  rat  submandib- 
ular glands. 

A mixed  population  of  secretory  cell  types  during  post- 
natal development  of  rat  submandibular  glands  has  been 
reported  in  previous  investigations.  Different  classifica- 
tions of  cells  and  differences  of  opinion  on  their  fate  has 
led  to  speculation  on  acinar  cell  differentiation.  Using  tol- 
uidine  blue-basic  fuchsin  stained  epoxy  sections  and  ultra- 
structural  studies,  this  investigation  has  disclosed  struc- 
tural and  functional  relationships  between  secretory  gran- 
ules of  differentiating  cell  types.  Electron  dense  terminal 
tubule  cell  granules  stain  with  toluidine  blue.  Proacinar 
granules  stain  with  basic  fuchsin  and  possess  a substruc- 
ture of  coiled  and  stacked  tubules.  A transitory  cell  type  is 
found  with  granules  having  a nonstainable  lucent  matrix 
surrounding  a basic  fuchsin  staining,  dense  core.  This 
core  often  has  a substructure  typical  to  proacinar  granules. 
Acinar  cells  with  nonstainable  electron  lucent  granules  are 
also  present.  Some  granules  contain  strands  of  material 
similar  in  size  to  tubules  of  proacinar  granules.  These  re- 
sults provide  evidence  that  proacinar  cells  can  differentiate 
into  acinar  cells  through  a transitory  stage.  Staining  and 
structural  features  demonstrate  common  secretory  com- 
ponents between  these  cell  types.  No  developmental  re- 
lationship is  seen  between  these  cells  and  terminal  tubule 
cells. 


STEVENS,  W.  and  D.  E.  BOCK  MAN,  Department  of 
Anatomy,  Medical  College  of  Georgia,  Augusta,  Georgia. 
Bidirectional  antigen  transport  in  gut  associated  lympho- 
epithelial  tissue. 

Previous  work  from  this  laboratory  has  demonstrated  a 
specialized  epithelium  associated  with  lymphoid  follicles 
in  chicken  bursa  of  Fabricius,  human  and  rabbit  appendix, 
and  mouse  Peyer’s  patch. This  follicle-associated  epithe- 
lium (FAE)  is  capable  of  transporting  tracers  from  the 
lumen  to  the  lymphoid  follicles.  In  the  present  study  horse- 
radish peroxidase  was  localized  after  its  intravascular  or 
intraluminal  administration  for  periods  up  to  one  hour. 
Acid  phosphatase  was  localized  to  determine  its  position 
and  to  detect  any  alteration  as  a result  of  protein  transport 
through  FAE. 

Acid  phosphatase  occurs  in  greater  quantity  in  associa- 
tion with  FAE  than  with  other  epithelium.  No  consistent 
variation  in  acid  phosphatase  quantity  was  correlated  with 
protein  transport.  HRP  is  transmitted  from  the  lumen 
through  FAE  into  the  underlying  lymphoid  follicle,  partic- 
ularly in  the  bursa  of  Fabricius.  HRP  administered  intra- 
vascularly  rapidly  gains  access  to  the  connective  space 


around  lymphoid  follicles,  localizing  in  FAE  as  well  as  in 
columnar  absorptive  cells  in  the  small  intestine.  Transport 
of  HRP  from  blood  vessels  through  FAE  is  particularly 
prominent  in  bursa  of  Fabricius.  The  tracer  was  transmit- 
ted into  the  bursal  lumen,  as  shown  by  the  presence  of  per- 
oxidase activity  in  washings  of  the  lumen  15  minutes  after 
intracardiac  injection  of  HRP.  Transport  of  tracer  through 
FAE  is  therefore  bidirectional. 


STURTEVANT,  R.  P.,  Departments  of  Anatomy  and 
Surgery,  Loyola  University  Stritch  School  of  Medicine, 
Maywood,  Illinois.  A comparison  of  blood-alcohol  levels 
as  estimated  by  direct  enzymatic  analysis  and  the  breath- 
alyzer. 

The  Breathalyzer  and  similar  instruments  are  widely 
employed  to  estimate  blood-alcohol  levels.  The  speed  and 
convenience  of  these  devices  have  contributed  to  their  fre- 
quent use  in  routine  police  work.  However,  our  studies  re- 
vealed a significant  discrepancy  between  certain  breath- 
alcohol  values  and  simultaneous  blood-alcohol  levels  as  de- 
termined by  enzymatic  analysis  of  venous  blood.  The  dis- 
crepancy usually  decreased  when  a second  Breathalyzer 
reading  was  compared  to  the  direct  chemical  analysis. 
Thus,  we  suggest  that  the  primary  function  of  these  devices 
in  the  scientific  laboratory  should  be  restricted  to  that  of 
monitoring  rapid  changes  in  blood-alcohol  levels,  which 
are  subsequently  more  accurately  determined  by  other 
methods. 

Two  human  subjects,  standardized  for  nutrition  and 
then  an  8-hr  fast,  received  1.0  g/kg  ethanol  in  a single  oral 
dose.  Blood-alcohol  levels  were  measured  at  15-min  in- 
tervals for  7 hrs  in  each  of  4 separate  trials  using  a Breath- 
alyzer and  by  direct  chemical  (enzymatic)  analysis  of  ve- 
nous blood.  Correlation  coefficients  were  determined  for 
the  breath-and  blood-alcohol  determinations. 


TOR  PIN,  R..  Department  of  Obstetrics/Gynecology, 
Medical  College  of  Georgia,  Augusta  Georgia.  Bats;  are 
they  monophyletic  or  polyphyletic? 

There  have  been  described  eight  progressive  embryonic 
levels  of  eutherian  mammals  (Torpin,  1974).  In  the  first 
level  the  blastocyst,  as  in  the  immediately  ancestral  allan- 
toplacental  viviparous  reptiles,  lies  central  in  the  lumen 
of  one  horn  of  a bicornuate  uterus.  The  diffuse  placenta  is 
fetal  allantoic  vascularized  but  there  is  no  attachment  to 
the  uterine  mucosal  wall  and  it  is  nourished  and  oxygen- 
ated by  uterine  secretions  in  which  it  is  bathed.  Grosser 
epitheliochorial. 

In  succeeding  levels  the  trophoblast  attaches  to  and  pro- 
gressively invades  the  uterine  mucosa  which  evolves  de- 
cidua to  allow  invasion.  Following  the  third  level  the  tro- 
phoblast is  no  longer  diffusely  fetal  vascularized  but  is 
vascularized  at  only  one  small  area  which  when  attached 
forms  a primarily  discoid  placenta.  In  the  insectivores  this 
placenta  is  antimesometrial  in  the  lumen  of  the  uterine 
horn.  In  the  rodents  the  definitive  allant ochorionic  discoid 
placenta  lies  mesometrially. 

A separate  feature  of  eutherian  evolution  is  the  trans- 
formation of  the  bicornuate  uterus  into  the  simplex  uterus. 
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This  takes  place  by  shortening  of  the  horns  to  finally  dis- 
appear into  the  simplex  uterus.  This  first  occurred  only  in 
the  microchiropteran  bats,  and  the  phvllostomids  were  the 
first  mammals  to  possess  a simplex  uterus.  Presumably 
they  were  the  origin  of  such  in  all  other  simplex  uterine 
mammals. 

It  is  here  demonstrated  that  certain  bats  lie  in  each  of  six 
levels,  all  above  the  second  level,  the  most  primitive  occur- 
ring in  the  third  level. 


WALDROP,  F.  S.;  PUCHTLER.  H.;  and  G.  R.  PAL- 
MER, Department  of  Pathology,  Medical  College  of 
Georgia,  Augusta,  Georgia.  Comparative  histochemical 
studies  of  type  / and  type  IV  collagens. 

Previous  investigations  demonstrated  histochemical 
differences  between  interstitial  collagen  and  basement 
membranes.  These  observations  could  not  be  reconciled 
with  contemporary  chemical  concepts  that  all  collagens 
were  identical.  However,  since  1969  chemists  identified 
several  types  of  genetically  and  chemically  distinct  col- 
lagens. Interstitial  collagen  is  designated  [a  1 ( I )]2a2.  The 
triple  helix  of  basement  membrane  collagen  consists  of 
three  identical  polypeptide  chains  [a  1 ( I V)]3.  We  therefore 
reinvestigated  histochemical  differences  between  these 
collagens. 

Methacarn-fixed  sections  of  kidneys  and  lungs  were  ex- 
posed to  various  procedures  for  blocking  or  modification  of 
reactive  groups  and  treated  with  various  methods  for  col- 
lagen and  elastic  tissues. 

Type  I and  type  IV  collagen  showed  striking  differences 
in  reactivity.  E.g.,  acetylation  or  benzoylation  abolished 
binding  of  phosphomolybdic  acid  by  basement  membranes, 
but  interstitial  collagen  was  nicely  colored.  The  pretreated 
collagens  differed  also  in  their  reactivity  with  picro-dye 
methods  and  resorcin-fuchsin.  These  studies  indicate  that 
[a  1 ( I )]2a2  and  [a  1 ( I V)]3  collagens  can  be  distinguished 
by  histochemical  technics. 

Supported  by  USPHS  Research  Grant  HL  12147  from 
the  National  Heart  and  Lung  Institute. 

WARD,  R.C.;  COSTOFF,  A.;  and  V.B.  MAHESH,  De- 
partment of  Endocrinology,  Medical  College  of  Georgia, 
Augusta,  Georgia.  The  effect  of  dehy  dr  oepiandr  osier  one 
on  the  hypophyseal-ovarian  axis  in  the  mature  female  rat. 

Previously  an  animal  model  was  developed  in  which  the 
long  term  administration  of  6mg/100g/BW  dehydro- 
epiandrosterone  (DHA)  caused  ovulatory  failure  and  poly- 
cystic ovaries  in  immature  rats.  The  dose  of  DHA  used  ap- 
peared to  be  high  and  the  question  whether  the  ovulatory 
failure  was  a result  of  steroid  administration  in  the  state 
of  immaturity  rather  than  a phenomenon  applicable  to  the 
adult  cycling  rat  was  unresolved.  The  time  lapse  between 
DHA  administration  and  the  development  of  cystic  fol- 
licles was  also  unclear  because  of  the  state  of  immaturity 
of  the  earlier  rat  preparation.  To  resolve  these  questions 
varying  doses  of  DHA  were  administered  to  mature  cycling 
rats.  A dose  as  little  as  0.75  mg/lOOg  BW  could  induce 
ovulatory  failure  but  because  of  animal  variability  the 
3mg/100g  BW  dose  was  chosen  to  be  used  in  further  ex- 
periments. The  ovaries  of  mature  rats  exhibited  cystic  fol- 


licles as  early  as  two  days  after  treatment.  There  was  a sig- 
nificant increase  in  serum  FSH  and  prolactin  (PRL)  in 
all  animals.  Serum  LH  levels  of  all  treated  animals  were 
significantly  reduced  whereas  pituitary  levels  of  LH  were 
significantly  elevated.  LH  gonadotropes  contained  a great- 
er quantity  of  secretory  granules  as  compared  to  controls. 
FSH  cells  showed  little  change  in  ultrastructure  whereas 
mammatropes  contained  well  developed  lamellae  of  endo- 
plasmic reticulum  but  few  mature  granules.  These  data  in- 
dicate that  DHA  induced  ovulatory  failure  and  polycystic 
ovary  formation  occur  at  a wide  range  of  doses  in  the  adult 
rat.  The  finding  of  high  serum  prolactin  and  low  serum 
LH  after  DHA  treatment  in  the  immature  rat  also  occurs  in 
the  adult  rat.  (Supported  by  N1H  Grant  #HD  0112-08.) 

Supported  by  N1H  Grant  #HD  01 12-08. 


WEAVER,  M.  M.,  Department  of  Anatomy,  University 
of  Mississippi  Medical  Center,  Jackson,  Mississippi. 
Changes  in  coronary  arteries  of  mice  fed  a high-fat,  low- 
protein  diet  followed  by  red  blood  cell  or  erythropoietin 
injections. 

Young,  adult,  Taconic  Swiss  mice  fed  a high-fat,  low- 
protein,  hypolipotropic  diet  (designated  experimental  diet) 
for  7 weeks  develop  severe  anemia  (hematocrit  10%) 
and  hypotension.  When  the  mice  are  refed  a normal  (re- 
covery) diet  for  1-3  weeks  the  hematocrit  quickly  returns  to 
normal  and  a transient  hypertension  develops.  During  the 
recovery  period  the  animals  develop  lesions  of  the  coronary 
arteries  resembling  those  produced  by  acute  experimental 
hypertension. 

The  purpose  was  to  determine  the  effects  of  circulating 
cell  mass  on  the  development  of  coronary  artery  lesions. 
Three  groups  of  animals  were  used.  Group  1 received  the 
experimental  diet  for  7 weeks  and  were  then  placed  on  the 
recovery  diet  for  1-3  weeks.  Group  2 received  the  experi- 
mental diet  for  10  weeks  and  received  injections  of  washed, 
packed  red  blood  cells  (RBC)  or  erythropoietin  (EP)  during 
weeks  1-10.  Group  3 received  the  experimental  diet  for  10 
weeks  and  were  injected  with  either  RBC  cells  or  EP 
during  week  8,  9,  and  10.  Animals  from  each  group  were 
killed  at  the  end  of  week  7,  8,  9 and  10. 

In  group  1 after  7 weeks  the  hematocrit  was  10.1%  and 
the  incidence  of  coronary  artery  lesions  0%.  After  1,  2 and 
3 weeks  recovery  the  hematocrit  was  normal  and  the  inci- 
dence of  coronary  artery  lesions  was  73%,  55%  and  50%. 
In  group  2 the  hematocrit  was  maintained  above  33% 
during  the  10  week  period  and  the  incidence  of  coronary 
artery  lesions  was  12%,  10%  and  20%  after  7,  8 and  9 
weeks  respectively.  In  group  3 after  7 weeks  on  the  experi- 
mental diet  the  hematocrit  was  10.7%  and  the  incidence  of 
lesions  0%.  When  the  circulating  cell  mass  was  increased 
rapidly  by  injections  of  RBC  or  EP  (hematocrit  40-44)  the 
incidence  of  coronary  artery  lesions  increased  to  approx- 
imately the  incidence  observed  in  group  1. 

The  results  of  this  study  indicate  that  in  severely  anemic 
mice  a rapid  rise  in  circulating  cell  mass  will  produce 
coronary  artery  damage  in  the  presence  of  either  a normal 
or  protein  deficient  diet.  □ 
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According  to  her  major 
symptoms,  she  is  a psychoneu- 
rotic patient  with  severe 
anxiety.  But  according  to  the 
description  she  gives  of  her 
feelings,  part  of  the  problem 
may  sound  like  depression. 

This  is  because  her  problem, 
although  primarily  one  of  ex- 
cessive anxiety,  is  often  accom- 
panied by  depressive  symptom- 
atology. Valium  (diazepam) 
can  provide  relief  for  both— as 
the  excessive  anxiety  is  re- 
lieved, the  depressive  symp- 
toms associated  with  it  are  also 
often  relieved. 

There  are  other  advan- 
tages in  using  Valium  for  the 
management  of  psychoneu- 
rotic anxiety  with  secondary 
depressive  symptoms:  the 
psychotherapeutic  effect  of 
Valium  is  pronounced  and 
rapid.  This  means  that  im- 
provement is  usually  apparent 


in  the  patient  within  a few 
days  rather  than  in  a week  or 
two,  although  it  may  take 
longer  in  some  patients.  In  ad- 
dition, Valium  (diazepam)  is 
generally  well  tolerated;  as 
with  most  CNS-acting  agents, 
caution  patients  against  haz- 
ardous occupations  requiring 
complete  mental  alertness. 

Also,  because  the  psycho- 
neurotic patient’s  symptoms 
are  often  intensified  at  bed- 
time, Valium  can  offer  an  addi- 
tional benefit.  An  h.s.  dose 
added  to  the  b.i.d.  or  t.i.d. 
treatment  regimen  can  relieve 
the  excessive  anxiety  and  asso- 
ciated depressive  symptoms 
and  thus  encourage  a more 
restful  night’s  sleep. 


2-mg,  5-mg,  10-mg  scored  tablets 


in  psychoneurotic 
anxiety  states 
with  associated 
depressive  symptoms 


surveillance  because  of  their  predisposi- 
tion to  habituation  and  dependence.  In 
pregnancy,  lactation  or  women  of  child- 
bearing age,  weigh  potential  benefit 
against  possible  hazard. 

Precautions:  If  combined  with  other  psy- 
chotropics or  anticonvulsants,  consider 
carefully  pharmacology  of  agents  em- 
ployed; drugs  such  as  phenothiazines, 
narcotics,  barbiturates,  MAO  inhibitors 
and  other  antidepressants  may  potentiate 
its  action.  Usual  precautions  indicated  in 
patients  severely  depressed,  or  with  latent 
depression,  or  with  suicidal  tendencies. 


Observe  usual  precautions  in  impaired 
renal  or  hepatic  function.  Limit  dosage  to 
smallest  effective  amount  in  elderly  and 
debilitated  to  preclude  ataxia  or  over- 
sedation. 

Side  Effects:  Drowsiness,  confusion,  diplo- 
pia, hypotension,  changes  in  libido,  nausea, 
fatigue,  depression,  dysarthria,  jaundice, 
skin  rash,  ataxia,  constipation,  headache, 
incontinence,  changes  in  salivation, 
slurred  speech,  tremor,  vertigo,  urinary 
retention,  blurred  vision.  Paradoxical  re- 
actions such  as  acute  hyperexcited  states, 
anxiety,  hallucinations,  increased  muscle 


spasticity,  insomnia,  rage,  sleep  disturb- 
ances, stimulation  have  been  reported; 
should  these  occur,  discontinue  drug.  Iso- 
lated reports  of  neutropenia,  jaundice; 
periodic  blood  counts  and  liver  function 
tests  advisable  during  long-term  therapy. 
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Pathologists  are  intrigued  when  they  see 
granulomatous  lesions  because  the  factors  pro- 
ducing them  are  often  varied  and  may  require 
special  stain  techniques  to  reveal  them.  The 
presence  of  giant  cells  and  necrosis  requires 
the  employment  of  the  acid-fast  stain  to  dem- 
onstrate the  tubercle  bacillus  or  a PAS  method 
to  uncover  fungi  since  both  may  be  found  in 
such  lesions. 

Some  granulomata  show  other  specific 
characteristics  in  their  microscopic  sections 
such  as  moderate  or  large  numbers  of  lipid- 
containing  histiocytes.  These  are  commonly 
called  foam  cells,  and  they  have  aroused  con- 
siderable interest  in  certain  granulomatous 
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S.C.  Clinical  Associate  in  Pathology,  Medical  Uni- 
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conditions  in  the  last  decade,  particularly  in 
the  clinical  and  pathological  entity  called 
xanthogranulomatous  pyelonephritis.  Saeed 
and  Fine  reported  four  cases  of  their  own  along 
with  31  previous  cases  of  xanthogranulomatous 
pyelonephritis  in  1966.'  With  special  fixative 
techniques  and  exotic  stains,  they  demon- 
strated that  the  foam  cells  contained  a pre- 
dominance of  neutral  fat,  cholesterol  and 
poorly  represented  unsaturated  lipids.1  The 
numbers  of  such  cases  grew  yearly  and  reached 
67  with  a review  of  the  literature  and  inclusion 
of  their  four  cases  by  Rios-Dalenz  and  Pea- 
cock in  1967,  who  considered  it  a rare  lesion,2 
and  attained  90  with  the  four  added  by  Anhalt, 
Cawood  and  Scott  in  1971. 3 

Our  two  cases  of  xanthogranulomatous 
lesions  involved  the  gallbladder  and  came  from 
two  patients  who  underwent  cholecystectomy 
at  the  Veterans  Administration  Hospital 
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in  Columbia,  South  Carolina,  within  five  days 
of  one  another  in  June  1974. 

CASE  NO.  1:  This  patient  was  a 60-year-old 
Caucasian  man  admitted  on  May  26,  1974  with 
a chief  complaint  of  pain  and  tenderness  in  the 
right  upper  quadrant  associated  with  nausea 
and  vomiting  of  one  week  duration.  His  history 
revealed  vagotomy  and  subtotal  gastric  resec- 
tion for  peptic  ulcer  of  the  stomach  June  29, 
1972.  Physical  examination  showed  a 5'11" 
man  who  weighed  142  lbs.  with  right  upper 
quadrant  spasm  and  tenderness,  Blood  pres- 
sure 140/80,  WBC  16,300,  Segs  75,  Lympho- 
cytes 25,  Eosinophils  1.  Urinalysis,  Protein  1+. 
Operation  June  20,  1974,  Cholecystectomy. 
June  28,  1974,  wound  red  and  indurated.  Cul- 
ture of  drainage  on  July  1,  1974,  produced 
Klebsiella,  E.  Coli,  Group  D Strep.  The  infec- 
tion responded  to  antibiotics. 

The  gross  specimen  in  this  case  consisted  of 
a gallbladder  five  cm.  long  that  contained  two 
large  calculi  1 x 1.5  x 2.1  cms.  and  1.2  x 1.7  x 
2.3  cms.  The  thick  wall  was  1.4  cms.  in  depth. 
The  mucosa  had  some  yellow  streaks  and  the 
wall  had  some  orange-yellow  zones. 

The  microscopic  examination  revealed  an 
intact  mucosa  with  slight  edema  in  some  areas. 
The  outstanding  feature  was  the  large  number 
of  lipid-laden  histiocytes,  foamy  cells,  which 
infiltrated  the  outer  layer  of  the  muscularis 
and  the  inner  area  of  the  serosa  in  large  sheets 
and  nests  (Fig.  1).  Among  them  were  slight 
numbers  of  neutrophiles  in  those  granulomata. 
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Fig.  1.  A high  power  view  exhibiting  numerous  foamy 
histiocytes  and  inflammatory  reaction  cells  in  the  gran- 
ulomatous lesion  of  the  wall  of  the  gallbladder  in  Case 
No.  1. 


CASE  NO.  2:  This  patient  was  a 54-year-old 
Caucasian  man  with  a history  of  gastrointesti- 


nal complaints  dating  back  to  1956  and  numer- 
ous admissions  to  the  Columbia  Veterans 
Administration  Hospital.  He  had  four  G1 
Series  examinations,  but  never  had  a gall- 
bladder study.  He  had  lost  his  right  leg  and 
right  fifth  finger,  as  a result  of  stepping  on  a 
land  mine,  in  action  at  Anzio,  Italy,  in  World 
War  II.  On  his  present  admission  he  had  com- 
plaints of  chest  pain  and  abdominal  pain  asso- 
ciated with  nausea,  vomiting  and  diarrhea. 

Physical  examination  showed  a S’MVi” 
man  who  weighed  175  lbs.  Temperature  99.6, 
Pulse  116,  Respirations  20,  Blood  Pressure 
130/90.  There  was  almost  total  blindness.  The 
right  upper  abdominal  quadrant  had  slight 
tenderness  and  slight  rigidity.  Laboratory 
data  included  CBC:  Hematocrit  41.2,  Hemo- 
globin 14.1,  WBC  6,900,  Segs  47,  Lympho- 
cytes 47,  Eosinophils  6.  Cholesterol  130. 
X-rays  revealed  calculi  in  the  region  of  the 
upper  pole  of  the  right  kidney  and  the  gall- 
bladder series  showed  nonvisualization. 
Cholecystectomy  was  performed  on  June  25, 
1974.  The  gallbladder  was  seven  cm.  long  and 
contained  a single  1 x 1.1  x 0.8  cms.  calculus. 
The  wall  was  not  as  thick  as  the  previous  case 
but  showed  orange-yellow  foci.  The  micro- 
scopic examination  was  similar  to  Case  No.  2 
with  large  numbers  of  foam  cells  in  granulo- 
matous lesions  within  the  muscularis. 

When  reviewing  these  gallbladder  slides, 
one  of  us  used  the  term  “xanthogranulomatous 
cholecystitis”  as  the  diagnosis.  Our  visiting 
pathologist,  Paul  Gikas,  M.D.,  Professor  of 
Pathology,  School  of  Medicine,  University  of 
Michigan,  Ann  Arbor,  Michigan,  was  making 
his  annual  teaching  visit  to  our  hospital  and 
used  the  same  terms,  xanthogranulomatous 
cholecystitis,  when  asked  for  his  opinion  on 
these  slides. 

We  could  locate  no  previous  reports  of  such 
lesions  in  gallbladders  in  the  literature  al- 
though it’s  likely  they  have  occurred.  □ 
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EXTRAHEPATIC  BILIARY  TRACT 
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INTRODUCTION 

Malignant  lesions  of  the  extrahepatic  biliary 
tract  comprise  an  unusual,  but  not  rare,  group 
of  tumors  with  an  extremely  unfavorable 
prognosis.  The  experience  with  these  lesions 
gathered  by  the  surgical  staff  at  the  Medical 
University  of  South  Carolina  has  been  review- 
ed together  with  the  pertinent  literature  in  an 
attempt  to  clarify  the  clinical  presentation  of 
these  lesions  together  with  some  of  the  more 
important  aspects  of  their  treatment. 

Sako13  has  reported  that  bile  duct  carcino- 
mas comprised  approximately  2.9  percent  of  all 
carcinomas  noted  in  his  autopsy  series.  Glenn 
and  Hays  have  estimated  that  cancer  of  the 
extrahepatic  bile  ducts  is  responsible  for  ap- 
proximately 3 percent  of  all  deaths  from  cancer 
in  the  United  States  annually.7  Cancer  of  the 
gallbladder  is  stated  to  be  the  fifth  most  fre- 
quently encountered  malignant  lesion  of  the 
gastrointestinal  tract  and  to  represent  3-4  per- 
cent of  all  malignant  lesions.6  The  reported 
mortality  rate  of  biliary  tract  carcinoma  ap- 
proaches 100  percent.  It  is  apparent  that  if  the 
dismal  outlook  of  these  lesions  is  to  be  im- 
proved, early  diagnosis  must  be  made  and 
more  effective  therapeutic  approaches  must  be 
devised. 12-  14 

CLINICAL  REVIEW 

ANALYSIS  OF  CASES.  The  case  records 
of  all  patients  treated  at  the  Medical  Univer- 
sity of  South  Carolina  between  1958  and  1974 
in  whom  the  diagnosis  of  carcinoma  of  the  ex- 
trahepatic biliary  tract  was  confirmed  were  re- 
viewed and  analyzed.16  Patients  with  neo- 
plasms originating  in  the  Ampulla  of  Vater, 
pancreas,  and  liver  were  excluded  from  the 
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study.  Tw'enty-six  patients  w'ere  noted  to  meet 
these  criteria.  There  were  15  patients  with 
primary  carcinoma  of  the  extrahepatic  bile 
ducts  and  1 1 patients  with  primary  carcinoma 
of  the  gallbladder.  Followup  information  was 
adequate  for  determining  the  final  result  in  18 
of  the  26  patients.  Four  patients  w'ere  lost  to 
followup  study  while  four  of  the  remaining  22 
patients  are  still  alive  at  periods  of  less  than 
five  years  after  initial  therapy  and  therefore 
were  not  included  in  the  final  tabulation  of 
results. 

Of  the  26  patients  in  the  series,  14  were 
white  and  12  were  black.  There  were  18  female 
patients  and  8 males.  The  average  age  was  61 
years  with  a range  of  45-79.  In  the  series  of  15 
cases  of  carcinoma  of  the  extrahepatic  bile 
ducts  the  exact  anatomic  site  of  origin  of  the 
tumor  was  inadequately  described  or  impossi- 
ble to  determine  accurately  at  the  time  of  sur- 
gical exploration  in  eight  instances.  In  the  re- 
maining seven  cases,  the  location  of  the  lesions 
included  the  left  hepatic  duct  (one  case),  the 
right  hepatic  duct  (one  case),  the  area  of  the 
confluence  of  the  common  hepatic  and  cystic 
ducts  (two  cases),  and  the  common  bile  duct 
distal  to  the  cystic  duct  and  proximal  to  the 
Ampulla  of  Vater  (three  cases)  (Fig.  1).  In 
this  group  of  patients  the  chief  complaints  at 
the  time  of  diagnosis  were  as  follows.  Jaundice, 
14  patients;  pain,  10;  weight  loss,  10;  palpable 
abdominal  mass,  6,  pruritus,  11. 

In  the  group  of  patients  with  carcinoma  of 
the  gallbladder,  the  presenting  complaint  of 
all  patients  was  right  upper  quadrant  pain. 
In  most  instances  the  pain  was  suggestive  of 
benign  biliary  tract  disease  and  was  usually 
accompanied  by  fatty  food  intolerance.  One  of 
the  patients  with  carcinoma  of  the  gallbladder 
presented  with  jaundice  in  addition  to  right 
upper  quadrant  pain. 
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Only  two  of  the  patients  with  carcinoma  of 
the  extrahepatic  bile  ducts  had  a substantiated 
history  of  pre-existing  benign  biliary  tract  dis- 
ease. One  patient  had  undergone  cholecystec- 
tomy for  chronic  cholecystitis  and  cholelithi- 
asis (confirmed  at  operation  and  on  pathologic 
examination)  seven  months  prior  to  the  diag- 
nosis of  carcinoma  of  the  bile  ducts.  This  pa- 
tient was  never  jaundiced.  Exploratory  lap- 
arotomy at  this  institution  seven  months  after 
cholecystectomy  performed  at  another  hospital 
revealed  unresectable  carcinoma  of  the  mid- 
portion of  the  common  bile  duct.  A second  pa- 
tient with  carcinoma  of  the  extrahepatic  bile 
ducts  had  undergone  cholecystectomy  for 
acute  cholecystitis  with  cholelithiasis  four 
years  before  the  diagnosis  of  bile  duct  carci- 
noma was  established.  In  a third  case,  a 
clinical  diagnosis  of  cholecystitis  had  been 
made  ten  years  previously  and  the  patient  had 
been  treated  conservatively;  there  was  no  ob- 
jective confirmation  of  benign  biliary  tract  dis- 
ease in  the  patient’s  hospital  record.  Gall- 
stones were  not  found  at  operation  in  any  of 
the  patients  with  carcinoma  of  the  bile  ducts. 

In  the  group  of  eleven  patients  with  carci- 
noma of  the  gallbladder  the  presence  or  ab- 
sence of  gallstones  definitely  could  be  estab- 
lished in  only  six;  all  six  were  noted  to  have 
gallstones.  In  the  remainder  of  the  cases  the 
hospital  record  was  unclear  as  to  whether  or 
not  there  were  associated  gallstones  or  chole- 
cystectomy had  been  performed  at  another 
hospital  and  the  presence  or  absence  of  gall- 
stones could  not  be  ascertained. 

Initial  physical  findings  in  addition  to  jaun- 
dice in  15  patients  included  a palpable  right 
upper  quadrant  or  epigastric  mass  in  13  pa- 
tients. Six  of  the  patients  with  carcinoma  of 
the  extrahepatic  bile  ducts  had  a palpable  ab- 
dominal mass  while  in  seven  patients  with 
carcinoma  of  the  gallbladder  this  finding  was 
noted  in  the  hospital  record.  A distended, 
palpable  gallbladder  consonant  with  Cour- 
voisier’s  law  was  not  noted  in  any  of  the  pa- 
tients with  carcinoma  of  the  extrahepatic  bile 
ducts.  X-ray  findings  were  not  remarkable  ex- 
cept for  non-visualization  of  the  gallbladder 
in  all  of  the  patients  with  carcinoma  of  the  gall- 
bladder and  an  upper  GI  series  revealing  ex- 
trinsic pressure  on  the  stomach  and  duodenum 
in  one  patient  each  with  carcinoma  of  the  ex- 
trahepatic bile  ducts  and  carcinoma  of  the  gall- 


bladder. 

Laboratory  findings  revealed  an  average 
total  bilirubin  of  17  mg  percent  with  a range  of 
1-30  mg  percent  in  the  group  of  patients  with 
carcinoma  of  the  extrahepatic  bile  ducts.  The 
average  alkaline  phosphatase  was  29  King 
Armstrong  units  in  this  group  of  patients.  Only 
one  patient  with  carcinoma  of  the  gallbladder 
was  jaundiced  or  had  laboratory  findings  con- 
sistent with  extrahepatic  biliary  tract  ob- 
struction. The  remainder  of  the  routine  labora- 
tory studies  and  liver  function  studies  showed 
no  significant  deviations  from  the  normal. 

All  patients  underwent  exploratory  lap- 
arotomy with  confirmation  of  the  diagnosis  in 
this  institution.  In  addition,  three  patients  had 
been  operated  on  prior  to  admission  to  the 
Medical  University  Hospital.  In  the  group  of 
patients  with  carcinoma  of  the  extrahepatic 
bile  ducts,  five  patients  underwent  pancreatico- 
duodenectomy for  lesions  thought  to  be  local- 
ized to  the  distal  common  bile  duct.  In  each 
instance  the  resection  was  thought  to  be  cu- 
rative. In  addition  to  exploratory  laparotomy 
operative  procedures  in  the  group  of  patients 
with  carcinoma  of  the  bile  ducts  included  bi- 
opsy alone  (four  patients);  biopsy  and  drainage 
of  the  common  bile  duct  (three  patients); 
biopsy  and  cholecystectomy  (two  patients); 
and  biopsy  and  gastrojejunostomy  (one  pa- 
tient). In  the  group  of  eleven  patients  with  car- 
cinoma of  the  gallbladder  six  patients  under- 
went cholecystectomy.  In  one  of  these  patients 
carcinoma  of  the  gallbladder  was  an  incidental 
finding.  One  patient  underwent  gastrojejunos- 
tomy and  biopsy  and  four  patients  underwent 
exploratory  laparotomy  and  biopsy  only. 

Biopsy  was  obtained  in  all  patients  in  this 
series.  The  pathological  diagnosis  was  adeno- 
carcinoma in  all  patients  with  carcinoma  of  the 
extrahepatic  bile  ducts.  Biopsies  taken  at  the 
time  of  surgery  in  the  patients  with  carcinoma 
of  the  gallbladder  revealed  adenocarcinoma  in 
ten  cases  and  squamous  cell  carcinoma  in  one 
case. 

RESULTS  OF  TREATMENT.  In  the  group 
of  patients  with  carcinoma  of  the  extrahepatic 
bile  ducts,  final  followup  information  was 
available  in  nine  patients.  Two  patients  were 
lost  to  followup  study  and  four  patients  are 
currently  still  living  for  periods  of  less  than 
five  years.  There  were  no  five  year  survivors. 
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Survival  after  surgery  ranged  from  5 days  to  15 
months  with  an  average  of  4.7  months.  Table 
one  correlates  the  operative  procedure  with 
survival.  The  patients  in  whom  determinate 
5-year  survival  figures  are  not  available  were 
not  included  in  these  figures.  Three  patients 
who  underwent  pancreaticoduodenectomy  and 
in  whom  determinate  followup  information  is 
available  survived  an  average  of  7.3  months 
with  a range  of  3 to  1 1 months.  Thus,  although 
no  cures  were  obtained,  the  procedure  did  ap- 
pear to  be  of  some  palliative  benefit.  Two  of 
the  three  patients  who  had  drainage  of  the 
common  bile  duct  are  available  for  determinate 
followup  study  and  survived  an  average  of 
twelve  months.  Although  prolongation  of  life 
is  apparent,  the  palliative  effect  of  this  oper- 
ation was  only  moderately  satisfactory.  Epi- 
sodes of  recurrent  obstruction  and  cholangitis 
were  frequent  in  this  group  and  required  sev- 
eral hospitalizations  in  each  case.  Patients 
undergoing  exploratory  laparotomy  and  biopsy 
only  survived  an  average  of  less  than  one 
month.  In  regard  to  other  treatment  regimes, 
one  patient  received  five-flurouracil  after  ex- 
ploratory laparotomy,  biopsy  and  decompress- 
ion of  the  bile  ducts  by  way  of  a T-Y  tube.  Al- 
though no  objective  clinical  response  to  chemo- 
therapy was  apparent  in  this  patient,  the  pa- 
tient survived  fifteen  months  after  surgery, 
the  longest  survival  in  the  entire  determinate 
group. 

In  the  group  of  patients  with  carcinoma  of 
the  gallbladder,  the  average  survival  after 
surgery  was  approximately  three  months. 
Again  there  were  no  five  year  survivors  in  the 
determinate  group. 

DISCUSSION 

Carcinoma  of  the  extrahepatic  biliary  tract 
has  been  related  to  cholelithiasis,3  ulcerative 
colitis,  and  sclerosing  cholangitis.2- 8 Bile  duct 
carcinoma  has  been  noted  to  be  nine  times 
more  frequent  in  patients  with  ulcerative  co- 
litis than  in  the  normal  population  of  equiv- 
alent age.  Additionally,  two  cases  of  biliary 
tract  carcinoma  have  been  reported  years  after 
the  injection  of  Thordium  dioxide  (Thorotrast) 
for  cholangiography.  Obviously  a causal  re- 
lationship in  these  two  cases  is  conjectural 
at  best.  Benign  papillomas  and  adenomas  of 
the  gallbladder  and  bile  ducts  have  been  linked 
to  cancer  by  at  least  two  investigators.11-  14 
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TABLE  1. 

! Correlation  Between  Operative 

Procedure  and  Survival 

Number  of 

Procedure 

Patients 

Average  Survival 

Exploratory  Laparotomy, 

4 

Less  than  1 month 

Biopsy 

Exploratory  Laparotomy, 

2 

Less  than  1 month 

Biopsy,  Cholecystectomy 
Exploratory  Laparotomy, 

5 

7.3  months 

pancreaticoduodenectomy 
Exploratory  Laparotomy 

4 

12  months  j 

An  incidence  of  gallstones  ranging  from  90  to 
100  percent  has  been  recorded  in  patients  with 
carcinoma  of  the  gallbladder  and  an  incidence 
of  approximately  40  percent  in  patients  with 
bile  duct  carcinoma.1-9-  10  None  of  these  asso- 
ciated diseases  or  events  appeared  to  be  of 
significance  in  the  present  series  with  the  ex- 
ception of  the  presence  of  gallstones  in  the  pa- 
tients with  carcinoma  of  the  gallbladder. 

Malignant  neoplasms  of  the  extrahepatic 
biliary  tract  appear  pathologically  as  well 
differentiated  lesions  in  the  vast  majority  of 
cases.  The  usual  clinical  behavior  is  as  a rel- 
atively slow  growing  tumor.  It  would  therefore 
appear  that  a well  differentiated  mucosal 
neoplasm,  particularly  when  arising  in  a ductal 
system  of  small  diameter,  would  cause  symp- 
toms of  obstruction  in  a relatively  early  period 
of  their  growth.  These  facts  in  turn,  theoret- 
ically should  lead  to  early  diagnosis  and 
treatment  and  an  excellent  prognosis.  Un- 
fortunately, however,  a correct  preoperative 
diagnosis  is  seldom  made  when  dealing  with 
these  lesions.  A correct  preoperative  diagnosis 
was  made  in  only  two  patients  in  the  MUSC 
series;  one  being  made  by  cholangiography. 
Preoperative  cholangiography  is  probably 
under-utilized  in  patients  in  whom  biliary  can- 
cer is  a likely  diagnostic  possibility. 

Against  this  fortunate  outcome,  however, 
are  the  unusual  anatomic  relationships  of  the 
gallbladder  and  extrahepatic  biliary  ductal 
system.  In  many  instances  these  relationships 
would  appear  to  preclude  wide  local  resection 
and  incontinuity  removal  of  regional  lymph 
node  basins.  Consequently,  surgical  cures  of 
these  lesions  are  unusual.  Invasion  of  the 
tumor  through  the  thin-walled  bile  ducts  oc- 
curs easily.  The  rich  lymphatic  network  and 
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nerve  supply  of  the  wall  of  the  bile  duct  and 
gallbladder  predisposes  to  early  spread  of  the 
neoplasm  to  adjacent  structures. 

Although  surgical  cures  are  uncommon, 
those  reported  appear  to  be  attributable  in 
many  instances  to  an  aggressive  surgical  ap- 
proach. *’ 3- 7-  13  Obviously,  in  the  surgical  ap- 
proach to  malignant  lesions  of  the  bile  ducts, 
good  judgement  guided  by  the  previous  body 
of  the  experience  with  these  lesions  must  be 
utilized.  Cure  of  lesions  of  either  the  right  or 
left  hepatic  ducts  involving  the  respective  lobe 
of  the  liver  has  been  reported  after  appropriate 
lobectomy."  This  approach  is  justifiable  when 
the  lesion  appears  to  be  in  the  bounds  of  re- 
section. Likewise,  cure  of  carcinoma  of  the 
gallbladder  with  invasion  of  the  right  lobe  of 
the  liver  has  been  described  after  cholecystec- 
tomy and  right  hepatic  lobectomy.  This  pro- 
cedure would  appear  to  be  justified  in  the 
good-risk  patient  with  carcinoma  of  the  gall- 
bladder in  whom  spread  is  limited  to  direct  in- 
vasion of  the  adjacent  lobe  of  the  liver.  Other- 
wise, the  procedure  of  choice  in  potentially 
curable  cases  of  gallbladder  cancer  would  ap- 
pear to  be  cholecystectomy  with  resection  of 
the  gallbladder  bed  and  regional  lymph  node 
dissection. 4- 5 

Lesions  of  the  midportion  of  the  bile  ducts 
should  be  resected  with  as  wide  margins  as 
feasible;  reconstruction  of  the  duct  should 
then  be  carried  out  in  the  most  expeditious 
manner. 11  This  may  be  either  by  choledocho- 
jejunostomy  or  end-to-end  anastomosis  of  the 
bile  duct.  Although  experience  is  limited, 
available  clinical  data  suggest  that  sacrifice 
and  reconstruction  of  the  hepatic  artery  and 
portal  vein  is  not  justified  except  under  special 
circumstances. 

Potentially  curable  lesions  of  the  distal  com- 
mon bile  duct  should  be  treated  by  pancreatico- 
duodenectomy. Involvement  of  contiquous 
structures  other  than  the  pancreas  or  duo- 
denum or  metastases  to  regional  lymph  nodes 
beyond  the  field  of  resection  are  probably 
contraindications  to  pancreaticoduodenectomy. 
Extensive  extirpative  procedures  are  probably 
not  indicated  when  the  lesion  has  spread  be- 
yond the  bounds  of  surgical  curability.  De- 
compression of  the  bile  ducts  proximal  to  the 
obstructing  lesion  frequently  can  be  obtained 
with  significant  palliation  resulting.  This  is 
usually  best  accomplished  by  choledochotomy, 


curettage  of  tumor  and  passage  of  a T-tube 
proximal  to  the  tumor.16 

The  place  of  chemotherapy  and  radiation  in 
the  management  of  malignant  neoplasms  of 
the  extrahepatic  biliary  tract  is  difficult  to 
assess  with  any  degree  of  certainty  due  to  the 
limited  experience  with  these  modalities  re- 
ported in  the  literature.16  Regional  arterial 
infusion  utilizing  five-flurouracil  has  been  ad- 
vocated by  at  least  one  group  of  investigators.15 
The  palliative  results  reported  by  these  authors 
is  encouraging  and  would  appear  to  justify 
further  trials  of  this  technique. 

SUMMARY 

Experience  with  26  cases  of  carcinoma  of 
the  extrahepatic  biliary  tract  at  the  Medical 
University  of  South  Carolina  is  reported.  The 
clinical  features  of  these  lesions  have  been  re- 
viewed and  results  of  therapy  analyzed.  A 
review  of  the  pertinent  literature  is  presented 
and  analyzed.  □ 
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t n development,  and  we’ve 
: )t  it  that  way. 

For  the  few  who  will 
1 ne  for  a special  visit,  we've 
led  amenities  to  part  of  the 


island,  and  left  the  rest  alone. 
You'll  find  professional  island 
security,  tennis  courts,  an 
Olympic  sized  pool,  and  bi- 
cycle trails.  You'll  also  enjoy 
activities  nature  alone  can 
provide  — crabbing,  fishing, 
swimming  and  beachcombing 
along  four  and  a half  miles  of 
sandy  white  beach. 

The  course  itself,  with 
four  holes  bordering  the 
blue  Atlantic,  winds  through 
palmetto  trees  and  natural 
lagoons,  and  offers  a challenge 
to  all  who  play  it. 

Our  simplified  golf  pack- 
age for  S72.50  includes  three 
days  and  two  nights  of  accom- 
modations, breakfast  each 
morning,  two  evening  meals, 
unlimited  golf  and  tennis,  and 
the  use  of  an  electric  golf  cart. 

After  golf,  you  may  want 
to  try  some  sight-seeing  on 
your  own  in  nearby  historic 
Beaufort,  or  visit  fine  exam- 
ples of  ante-bellum  homes  in 
Charleston  or  Savannah. 


Either  way,  a golf  weekend 
at  Fripp  Island  is  a weekend  for 
the  golfer  who  enjoys  more 
than  his  game. 

Call  (803)  838-2131  or 
mail  in  the  coupon  below  for 
more  information  on  our 
golf  packages. 


Fripp  bland 


REPORT  FROM  THE  EDITOR’S  OFFICE 


Quite  justified  by  our  times  and  our  general 
economy,  the  Council  of  SCMA  has  directed 
the  editor  to  hold  down  costs  of  The  Journal. 
In  the  past.  The  Journal  has  operated  at  a defi- 
cit of  about  $10,000  a year  which  has  always 
been  generously  covered  by  the  SCMA  general 
fund.  This  year  the  deficit  may  run  as  high  as 
$20,000  unless  costs  are  stringently  curtailed 
or  unless  more  Journal  income  can  be  gener- 
ated. ,We  are  making  efforts  in  both  directions. 
The  main  way  of  helping  income  will  be  a cru- 
sade to  increase  local  (state)  advertising.  You 
can  help!  Recommend  The  Journal  to  your 
business  friends.  Mention  The  Journal  any- 
time you  contact  an  advertiser.  Contact  us  if 
you  have  any  leads  or  suggestions  for  adverti- 
sers. 

To  remind  ourselves  The  Journal  is  not  a 
commercial  endeavor,  we  are  upgrading  the 
review  of  prospective  papers.  Thanks  to  the 


addition  of  Charles  Bryan,  Jr.,  M.D.  to  the  staff 
as  Assistant  Editor,  all  articles  submitted  to 
JSCMA  can  now  undergo  critical  and  intensive 
review.  You  can  help  here,  too,  by  keeping  the 
good  material  coming.  In  no  other  way  can  the 
quality  of  JSCMA  be  maintained  or  improved. 
It  is  up  to  you. 

In  addition  to  Charles  Bryan  as  Assistant 
Editor,  JSCMA  has  added  Barbara  Ann  Mat- 
thews as  Managing  Editor,  who  replaces  Edi- 
torial Assistant  Sandra  Hungerford.  Ms.  Hun- 
gerford  did  contribute  rewardably  to  the  ap- 
pearance of  The  Journal  and  will  leave  her 
mark  here  for  a long  time  to  come. 

Ms.  Matthews,  who  joined  SCMA  staff  in 
January,  works  not  only  with  The  Journal  but 
also  serves  as  Director  of  Public  Relations. 
Both  Charles  Bryan,  Jr.,  M.D.  and  Barbara 
A.  Matthews  are  very  important  to  the  life  of 
SCMA.  □ 


MEET 

CHARLES  S.  BRYAN,  JR.,  M.D. 


This  Columbia,  SC.  native  finished  Drehcr 
High  School  in  1960  and  entered  Harvard  Col- 
lege. He  completed  his  B.  A.  at  The  John  Hop- 
kins University  in  1964,  and  received  a M.D. 
from  that  School  of  Medicine  in  1967.  Dr. 
Bryan  interned  at  both  The  John  Hopkins  Hos- 
pital and  Vanderbilt  University  Hospital. 
From  1969  to  1971  he  served  as  surgeon  with 
the  U.  S.  Public  Health  Service  Hospital  in 
Galveston,  Texas. 

In  the  late  1960’s  Dr.  Bryan  published  many 
articles  in  a variety  of  medical  journals,  one 
essay  winning  the  William  Osier  Medal. 

Continued  page  III) 
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A 24  year  old  native  of  Columbia,  S.  C., 
Barbara  Ann  Matthews  publishes  the  monthly 
Journal  and  serves  as  Public  Relations  Direc- 
tor. Formerly  Public  Relations  Director  of  the 
United  Way  of  Lexington,  Richland  and  Fair- 
field  Counties,  Inc.,  Ms.  Matthews  finds  a 
great  deal  of  similarity  between  the  two  organ- 
izations. “Both  the  United  Way  and  SCMA  are 
non-profit  organizations.  We’re  not  concerned 
with  the.  bottom  line  or  whether  sales  are  up  or 
down;  rather,  we’re  concerned  with  people  — 
with  providing  service  for  our  members.” 

Ms.  Matthews  is  challenged  by  the  social 
issues  of  the  health  care  field.  “The  medical 
profession  is  faced  with  pressing  socio-eco- 
nomic questions  — like  the  shortages  of  avail- 
able medical  care  and  malpractice  suits.  These 
problems  are  not  regionalized,  but  are  shared 
by  all  physicians  across  the  country. 

“People  are  looking  to  the  medical  associa- 
tions for  leadership  in  solving  these  problems, 
and  SCMA  is  responding.  For  example,  SCMA 
is  working  to  upgrade  rural  health  delivery,  to 
find  fair  malpractice  rates,  and  to  insure  qual- 
ity medical  care  through  education  and  regula- 
tion.” 

Ms.  Matthews  received  a B.A.  in  Journalism 
from  the  University  of  South  Carolina  in  1973, 
and  in  May  of  this  year  she  will  receive  a Mas- 
ter of  Business  Administration.  Her  honors  and 
accomplishments  throughout  her  school  years 
include  Honors  Program  Graduate,  member- 
ship in  Kappa  Tau  Alpha,  the  American  Mar- 
keting Association,  Sigma  Delta  Chi,  Pi  Sig- 
ma Epsilon,  president  and  secretary  of  Town 


MEET 

BARBARA  ANN  MATTHEWS 

Women  Assc.,  1972-73  Who’s  Who  Among 
Students  in  American  Universities  and  Col- 
leges, the  Graduate  Business  Assc.,  and  Col- 
lege of  Business  Student-Faculty  Advisory 
Commission.  □ 


Red  Cross, 
ilhe  Good 
Neighbor. 


Dear  Readers: 

Many  of  you  have  opinions  on  medical, 
social  and  economic  issues  that  face  all  of  us  as 
physicians  and  citizens.  I invite  you  to  share 
your  comments  with  the  readers  of  the  Journal 
in  a “Letter  To  The  Editor.”  Hopefully,  we  can 
stir  our  imaginations,  evaluate  our  personal 
opinions,  and  challenge  ourselves  to  find  truth. 

I look  forward  to  hearing  from  you. 

Edward  E.  Kimbrough 
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MEDICAL  HISTORY  FOUND  IN  WARING  HISTORICAL  LIBRARY 


Much  of  the  history  of  medicine  in  South 
Carolina  is  contained  in  the  Waring  Historical 
Library  of  the  Medical  University  of  South 
Carolina.  Materials  have  been  collected  over 
a considerable  period,  and  are  available  for 
use  by  interested  persons. 

The  historical  library,  a branch  of  the  gen- 
eral library  system,  has  approximately  6,000 
medical  books,  the  nucleus  of  which  comes 
from  the  collection  of  the  Medical  Society  of 
South  Carolina  in  Charleston.  Begun  in  1791, 
that  library  grew  slowly  over  the  years  to  a 
fairly  considerable  size,  suffering  certain  dep- 
redations in  the  period  of  the  Civil  War,  and 
thereafter  was  rather  neglected  for  a great 
many  years.  Most  of  the  books  date  from  the 
18th  and  19th  centuries,  and  there  are  early 
journals  of  the  period  from  England,  France, 
and  the  United  States.  A few  of  the  books  go 
back  to  the  16th  century. 

The  library  has  miscellaneous  museum  ob- 
jects (old  instruments,  medicine  chests,  saddle 


bags,  etc.),  and  a number  of  prescription  books 
and  day  books.  It  also  includes  the  handwritten 
theses  of  students  of  the  Medical  College  of 
South  Carolina  from  1825  to  1831,  many  Edin- 
burgh theses,  and  a number  of  lecture  notes 
from  South  Carolinians  who  studied  at  Edin- 
burgh and  Pennsylvania. 

The  South  Carolina  collection  includes 
books  (old  and  new)  written  by  South  Carolin- 
ians and  files  of  biographical  and  general 
material  bearing  on  the  history  of  medicine  in 
the  state.  There  is  also  a modest  collection  of 
valuable  papers  and  documents,  mostly  of 
South  Carolinians,  a small  group  of  microfilms, 
and  a number  of  medical  prints  and  caricatures. 

The  library  is  vitally  interested  in  obtaining 
books,  letters,  pictures,  objects,  and  personal 
papers  relating  to  historical  medicine  in  gen- 
eral and  to  South  Carolina  medicine  and  its 
physicians  in  particular.  The  interest  of  the 
profession  in  this  effort  is  warmly  solicited.  □ 


WINCHESTER 

“ CAROLINAS ’ HOUSE  OF  SERVICE ” 

Winchester  Surgical  Supply  Company 

200  SOUTH  TORRENCE  ST.  CHARLOTTE,  N.  C.  28201 

Phone  No.  704-372-2240 

Wincliester-Ritcli  Surgical  Company 

421  WEST  SMITH  ST.  GREENSBORO,  N.  C.  27401 

Phone  No.  919-272-5656 


We  equip  many  new  Doctors  each  year  and  invite  your  inquiries. 

Emory  L.  Floyd  J.  Ray  Jackson 

Box  3228  Tel.  803/662-4417  Box  2143  Tel.  803/246-1274 

W.  Florence  Sta.,  Florence,  S.  C.  29501  Greenville,  S.  C.  29602 

We  have  salesmen  living  in  South  Carolina  to  serve  you 

We  have  DISPLAYED  at  every  S.  C.  State  Medical  Society  Meeting  since  1921,  and  adver- 
tised CONTINUOUSLY  in  the  S.  C.  Journal  since  January  1920  issue. 
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National  Endowment 


The  Endowment’s  goal  in  sponsoring  these 
seminars  is  to  help  improve  the  quality  of 
leadership  in  the  medical  profession  by  bring- 
ing humanistic  knowledge  and  understanding 
to  bear  on  problems  which  arise  in  the  practice 
of  medicine. 

Tuition  free,  travel  reimbursement  and  $1,200 
stipend. 


The  National  Endowment  for  the  Human- 
ities will  again  support  a program  of  human- 
ities seminars  for  physicians  and  other  mem- 
bers of  the  health  professions  in  1976.  The 
seminars  will  bring  medical  practitioners  to- 
gether with  distinguished  humanists  from  the 
fields  of  history,  religion,  sociology,  and  phil- 
osophy for  a month  of  full-time  study  devoted 
to  such  issues  as  ethical  conflicts,  the  rights  of 
patients  and  practitioners,  the  purpose  and 
limits  of  the  medical  professions  and  their 
relations  to  the  community. 

Up  to  15  participants  will  attend  each  sem- 
inar tuition  free  and  will  receive  a $1,200  sti- 
pend to  cover  expenses,  plus  reimbursement 
for  travel  up  to  a $300  maximum.  Participants 
may  be  accompanied  by  members  of  their 
families,  but  the  stipend  will  not  be  increased. 

John  C.  Burnham,  Professor  of  History  and 
Lecturer  in  Psychiatry  at  The  Ohio  State  Uni- 
versity, will  direct  a seminar  on  his  University’s 
campus  August  9-September  3.  The  aim  of 
this  seminar  will  be  to  identify  the  particular 
historical  forces  which  have  shaped  the  med- 
ical profession  and  determined  the  direction 
of  its  development.  It  will  attempt  to  sharpen 
the  participants’  understanding  of  their  pro- 
fession by  studying  it  in  the  context  of  Western 
culture  and  how  it  has  been  involved  in  the 
forces  of  social  change. 


Sponsors 

Seminars 


H.  Tristram  Engelhardt,  Jr.,  a philosopher 
and  physician  who  is  Associate  Professor  of 
the  Philosophy  of  Medicine  in  the  Institute  for 
the  Medical  Humanities  of  the  University  of 
Texas  Medical  Branch  at  Galveston,  will  direct 
a seminar  at  his  University  September  13- 
October  8.  The  seminar  will  examine  the  gen- 
eral issue  of  patient’s  rights  and  the  particular 
issue  of  the  right  to  health  care  through  a con- 
sideration of  the  basic  philosophical  and  eth- 
ical issues  that  bear  on  the  status  of  the  in- 
dividual, the  nature  of  justice,  and  the  relation- 
ship between  the  individual  and  society. 

Renee  C.  Fox,  Professor  of  Sociology  in  the 
Departments  of  Sociology,  Psychiatry  and 
Medicine  at  the  University  of  Pennsylvania 
in  Philadelphia,  will  conduct  a seminar  on  her 
University’s  campus  June  1-30.  The  seminar 
will  examine  from  a cross-cultural  perspective 
the  ways  in  which  social  and  cultural  forces 
influence  certain  present-day  medical  phenom- 
ena and  problems  in  American  society.  Con- 
ceptions of  health  and  illness,  the  process  of 
professional  development,  the  hospital  as  a 
social  system,  modern  medical  research,  and 
bio-ethical  issues  in  contemporary  medicine 
are  among  the  topics  to  be  considered. 

William  F.  May,  Professor  and  Chairman 
of  the  Department  of  Religious  Studies  at  In- 
diana University  in  Bloomington,  will  direct 
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the  fourth  seminar  on  the  Stanford  University 
Campus  in  Stanford,  California  June  28-July 
23.  Participants  will  explore  basic  ways  of 
interpreting  human  nature  and  obligation  as 
they  affect  decisions  in  medical  practice.  The 
seminar  will  also  attempt  to  clarify  the  role  of 
the  practitioner  in  the  several  communities  in 
which  he  or  she  operates,  including  the  doctor- 
patient  relationship,  the  family  facing  medical 
crisis,  the  decision-making  ethos  of  the  hos- 
pital, and  the  claims  of  society  at  large. 

Applications  are  invited  from  physicians  and 
other  members  of  the  health  professions,  in- 
cluding public  health  officials,  nurses,  hos- 
pital administrators,  executives  of  professional 
societies,  and  others.  Selection  of  participants 
will  be  made  by  the  seminar  directors  with  the 
advice  of  selection  committees.  The  applica- 
tion deadline  for  the  University  of  Pennsyl- 
vania and  Stanford  University  seminars  is 
April  15,  with  selections  to  be  announced  about 
April  22.  The  application  deadline  for  The 
Ohio  State  University  and  University  of  Texas 
seminars  is  May  13;  selections  will  be  an- 
nounced about  May  28. 

Further  information,  including  a leaflet  de- 
scribing the  seminars  in  greater  detail  and  ap- 
plication forms,  may  be  obtained  from: 

Professor  John  C.  Burnham 
Department  of  History 
The  Ohio  State  University 
230  West  17th  Avenue 
Columbus,  Ohio  43210 

Professor  Renee  C.  Fox,  Chairman 
Department  of  Sociology 
128  McNeil  Building  CR 
University  of  Pennsylvania 
Philadelphia,  Pennsylvania  19174 

Professor  William  F.  May,  Chairman 
Department  of  Religious  Studies 
Sycamore  Hall  230 
Indiana  University 
Bloomington,  Indiana  47401 

Professor  H.  Tristram  Engelhardt,  Jr. 
Institute  for  the  Medical  Humanities 
University  of  Texas  Medical  Branch 
Galveston,  Texas  77550 


NOTICE  TO  PHYSICIANS 
FROM 

THE  S.  C.  INDUSTRIAE  COMMISSION 

There  have  been  many  amendments  and 
changes  in  the  Conversion  Factor.  All  physi- 
cians concerned  with  Workman’s  Compensa- 
tion cases,  who  have  a copy  of  scheduled  fees 
but  who  did  not  receive  a copy  of  the  amend- 
ments and  changes,  please  contact 

John  E.  Nabors 

Acting  Director  Medical  Services 
S.  C.  Industrial  Commission 
1800  St.  Julian  Place 
Columbia,  South  Carolina  29204 


SABIN  RECEIVES 
BICENTENNIAL  AWARD 

Dr.  Albert  B.  Sabin,  internationally  eminent 
virologist  who  developed  the  oral  polio  vaccine 
and  Distinguished  Research  Professor  in  Bio- 
medicine at  Medical  University  of  S.C.,  re- 
ceived special  Bicentennial  recognition  from 
the  state  of  Ohio  for  his  many  accomplish- 
ments in  medicine. 

The  award  to  be  presented  only  once  every 
two  hundred  years  symbolizes  “those  Amer- 
icans who  did  unusual  deeds  in  the  formation 
of  our  Nation.”  A statuette  of  a Frontiersman 
has  been  designed  for  the  occasion. 

In  notifying  Dr.  Sabin  of  the  honor,  Ohio 
Governor  James  A.  Rhodes  noted,  “Only  you 
and  six  other  persons  will  ever  receive  this 
honor. 

“You,  of  course,  have  breached  the  barrier 
of  disease  and  stand  as  the  guardian  of  the 
health  of  all  mankind.  Neil  Armstrong,  Bob 
Hope,  Jesse  Owens,  Lowell  Thomas,  Norman 
Vincent  Peale  and  John  Cardinal  Crowell  are 
all-time  champions  in  their  respective  fields.” 

Dr.  Sabin  performed  research  and  taught  for 
thirty  years  at  the  University  of  Cincinnati, 
where  he  was  designated  Emeritus  Distin- 
guished Service  Professor.  In  1964  he  received 
the  highest  award  the  State  of  Ohio  can  be- 
stow on  any  person,  the  Governor’s  Award.  □ 
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l»TTOO  LITTLE 


; potent  as  the  pain  you  need  to  relieve  in  patients 
th  fractures,  sprains,  strains,  wounds,  contusions, 
id  the  pain  of  surgical  convalescence 
ilike  acetaminophen/codeine  combinations,  it 
>es  not  sacrifice  anti-inflammatory  action 

I T TOO  MUCH 

)tent— yet  not  excessive  ■ addiction  liability  low 


NOT  TOO  EXPENSIVE 

■ brand-name  quality  yet  reasonable  in  cost 

■ readily  available  in  both  hospital  and  local  pharmacies 

<2  convenience 

■ telephone  Rx  in  most  states,  up  to  5 refills  in 

6 months  at  your  discretion  (where  state  law  permits) 


I MPIRIN COMPOUND 
HUH  CODEINE  NO.  3 

3 ine  phosphate*  (32.4  mg}  gr  14 

£ tablet  also  contains:  aspirin  gr3’/2,phenacetin  gr2J4, caffeine  gr  Z2.  *Warning-may  be  habit-forming. 


Wellcome 


Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 


ABFP  ANNOUNCES  RECERTIFICATION  TEST  DATE  OCTOBER  30-31 


Established  in  1969,  the  Board  of  Family 
Practice  became  the  20th  primary  medical  spe- 
cialty dedicated  to  “comprehensive  and  con- 
tinuing care  of  patient-families.” 

The  role  of  the  Board  of  Family  Practice  is  to 
set  standards  and  provide  and  administer  a 
certifying  examination  in  the  specialty.  Six 
such  examinations  have  been  held  and  more 
than  9,000  physicians  have  been  certified. 
Those  passing  the  two  day  examination  are 
called  “diplomates.”  Family  Practice  is  the 
only  specialty  requiring  recertification,  and 
diplomates  must  be  recertified  every  six  years. 

The  first  group  of  recertification  candidates 
will  take  the  examination  October  30-31,  1976 
in  one  of  seven  cities  throughout  the  United 


States.  Information  regarding  the  testing 
locations  and  other  details  may  be  obtained 
from  the  S.  C.  M.  A.  office  in  Columbia  at  P.  O. 
Box  11188  Zip  29211,  telephone  252-631  1,  or 
from 

Nicholas  J.  Pisacano,  M.D., 

Executive  Director  & Secretary 
American  Board  of  Family  Practice,  Inc. 
University  of  Kentucky  Medical  Center 
Fexington,  Kentucky  40506 

Physicians  desiring  to  take  this  examination 
must  file  a completed  application  with  the 
Board  office  by  June  15,  1976.  □ 


SUBMIT  YOUR  NOMINATION  FOR  THE  ANNUAL 

PHYSICIAN  AWARD  FOR  COMMUNITY  SERVICE 

A highlight  of  each  year’s  annual  meeting  is  the  presentation  of  the  Physician  Award  for  Com- 
munity Service,  given  to  the  physician  who  generates  a community  spirit  and  vivaciousness  appre- 
ciated by  his  neighbors. 

With  zest  and  enthusiasm,  many  physicians  roll  up  their  shirt  sleeves  to  provide  leadership  in 
solving  community  problems  in  schools,  civic  clubs  and  government. 

Surely  you  can  count  several  physicians  in  the  County  Medical  Society  who  are  community  lead- 
ers. SCMA  wants  to  honor  these  leaders,  so  it  joins  with  A.  H.  Robins  Company  in  the  presentation 
of  the  fifteenth  annual  state-wide  Physician  Award. 

Your  County  Medical  Society  officer  received  a nomination  form  last  month.  Fill  it  out,  or  request 
another  from  SCMA.  Submit  your  nomination  to 

Physician  Award 
SCMA 

P.  O.  Box  11188 
Columbia,  SC  29211 


HASKELL  APPOINTED  TO  NACHP 


Dr.  Edward  G.  Haskell,  Jr.,  has  been  ap- 
pointed for  a four-year  term  to  the  Nation- 
al Advisory  Council  on  Health  Professions 
by  Dr.  David  Mathews,  secretary  of  the 
Department  of  Health,  Education  and  Wel- 
fare (HEW). 

Dr.  Haskell,  who  was  recently  appoint- 
ed project  director  of  the  State’s  Area  Health 
Education  Center  program,  is  associate  pro- 
fessor of  Family  Practice  at  the  Medical  Uni- 


versity of  South  Carolina. 

The  Advisory  Council  makes  recommen- 
dations to  the  HEW  secretary  and  Admin- 
istrator of  the  Health  Resources  Admin- 
istration in  numerous  areas  affecting  the 
training  of  health  professionals.  They  in- 
volve financial  assistance  in  construction  of 
facilities,  student  loans  and  scholarships, 
capitation  grants  and  special  projects.  The 
group  meets  five  times  a year.  □ 
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ABFP  ANNOUNCED  NEW  OFFICERS 
AND  DIRECTORS 

The  American  Board  of  Family  Practice, 
the  certifying  body  in  the  medical  specialty  of 
family  practice,  elected  new  officers  and  direc- 
tors at  the  January  annual  meeting.  President 
George  Burket,  Jr.,  M.D.  of  Kansas  City,  Kan- 
sas was  re-elected.  J.  Jerome  Wildgen,  M.D. 
of  Kalispell,  Montana  was  elected  Vice  Pres- 
ident; Nicholas  J.  Pisacano,  M.D.  of  Lexington, 
Kentucky  was  re-named  Secretary;  and  E. 
Chester  Bone,  M.D.  of  Jacksonville,  Illinois 
was  elected  Treasurer.  Three  new  directors 
were  elected  to  the  15-person  Board:  Rafael 
C.  Sanchez,  M.D.  of  New  Orleans,  Louisiana 
from  the  American  Academy  of  Family  Phy- 
sicians; B.  Lewis  Barnett,  M.D.  of  Charleston, 
S.C.  from  the  AMA  Section  on  Family/Gen- 
eral Practice;  and  Donal  Dunphy,  M.D.  of 
Chapel  Hill,  N.C.  from  the  American  board  of 
Pediatrics.  □ 


Classified 

OFFICE  SPACE  AVAILABLE 
Midland  Shopping  Center 

Ground  Floor  $3.50  sq.  ft. 

Second  Floor  $4.00  sq.  ft.  (includes  heat,  air, 
lights,  maintenance) 

Plenty  Free  Parking 

American  Realty 
Midland  Shopping  Center 
(803)  252-4365 


Dear  Readers: 

The  Journal  wants  to  expand  its  classified 
advertisements,  to  better  provide  you  with  a 
shopping  place  of  office  space,  clerical  and 
medical  manpower,  and  various  personal 
notices.  We  invite  your  participation.  Call  S.  C. 
M.  A.  252-6311  for  details. 


4 unique  hospital  specializing  in  treatm  en  t of . . . 


ALCOHOLISM 
ORUG  ADDICTION 


In  this  restful  setting  away  from  pressures 
and  free  from  distractions,  the  Willingway 
staff,  with  understanding  and  compassion, 
carries  out  an  intensive  program  of 
therapy  based  on  honesty  and  responsi- 
bility. The  concepts  and  methods  are  ori- 
ginal, different  and  have  been  highly  suc- 
cessful for  fifteen  years. 

John  Mooney,  Jr.,  M.D.,  Director 
Dorothy  R.  Mooney,  Associate  Director 


311  JONES  MILL  RD.,  STATESBORO,  GA.  30458  TEL. (912)  764-6236 


ACCREDITED  BY  THE  J.C.  A.  H. 
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On  February  24  SCMA  and  the  S.  C.  Hospital  Association  held  a press  conference  to  officially  announce  the  Rural 
Health  Delivery  Project. 


SCMA  and  SCHA  Unite 

Faced  with  the  challenge  of  improving  health 
care  delivery  for  South  Carolinians,  last  year 
SCMA  joined  the  S.C.  Hospital  Association 
to  develop  a program  designed  to  alleviate  the 
shortage  of  physicians  and  health  care  ser- 
vices in  the  rural  and  underserved  areas  of 
S.  C.  A steering  committee  of  representatives 
from  these  two  groups  planned  and  organized 
the  Rural  Health  Delivery  Project. 

Revealing  Statistics 

Although  S.C.  has  experienced  a shortage 
of  physicians  for  many  years,  the  shortage  is 
particularly  acute  in  rural  areas,  and  for  this 
reason  the  Rural  Health  Delivery  Project  will 
concentrate  its  efforts  in  these  and  underserved 
areas. 

Recent  federal  studies  indicate  18  rural  areas 
have  critical  health  manpower  shortages  (Ta- 
ble 1),  and  portions  of  46  counties  are  medical- 
ly underserved  (Table  2).  S.C.’s  overall  supply 
of  physicians  has  increased  during  the  past 
few  years  in  1973  there  were  88  physicians 
per  100,000  population  and  in  1974  there  were 
110  physicians  per  100,000  population.  But 
although  the  total  number  of  physicians  is 
increasing,  most  of  them  are  specializing  in 
fields  other  than  Family  Practice,  and  most 
are  locating  in  metropolitan  areas. 


TABLE  1 

COUNTIES  WITH  CRITICAL 
MANPOWER-SHORTAGE  AREAS 

Abbeville  - Antreville-Lowndesville  Division 

Anderson  - Iva  Division,  Starr  Division 

Allendale 

Berkeley 

Calhoun 

Charleston  - Mt.  Pleasant  Division, 
McClellanville  Division 

Cherokee 

Chester 

Dorchester 

Fairfield 

Jasper 

Lancaster 

Laurens 

Lee 

Lexington  - Batesburg-Leesville  Division, 
Gilbert  Division 

McCormick 

Saluda 

Union 

From:  Federal  Register,  June  30,  1975 
(continued  page  103) 
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Testing  in  Humans: 

Who, Where  &When. 


the  weight  of  ethical  opinion: 

Few  would  disagree  that  the  effective- 
iess  and  safety  of  any  therapeutic  agent 
Dr  device  must  be  determined  through 
clinical  research. 

But  now  the  practice  of  clinical  re- 
;earch  is  under  appraisal  by  Congress,  the 
Dress  and  the  general  public.  Who  shall 
idminister  it?  On  whom  are  the  products 
o be  tested?  Under  what  circumstances? 
\nd  how  shall  results  be  evaluated  and 
itilized? 

The  Pharmaceutical  Manufacturers 
\ssociation  represents  firms  that  are  sig- 
lificantly  engaged  in  the  discovery  and 
levelopment  of  new  medicines,  medical 
levices  and  diagnostic  products.  Clinical 
esearch  is  essential  to  their  efforts.  Con- 
equently,  PMA  formulated  positions 
vhich  it  submitted  on  July  11,  1975,  to 
he  Subcommittee  on  Health  of  the  Sen- 
te Labor  and  Public  Welfare  Committee, 
s its  official  policy  recommendations, 
iere  are  the  essentials  of  PMA’s  current 
binking  in  this  vital  area. 

I.  PMA  supports  the  mandate  and 
mission  of  the  National  Commission  for 
be  Protection  of  Human  Subjects  of 

ISiomedical  and  Behavioral  Research  and 
ffers  to  establish  a special  committee 
omposed  of  experts  of  appropriate 
isciplines  familiar  with  the  industry’s 
esearch  methodology  to  volunteer  its 
ervice  to  the  Commission. 

X.PMA  supports  the  formation  of  an 
idependent,  expert,  broadly  based  and 
epresentative  panel  to  assess  the  current 
tate  of  drug  innovation  and  the  impact 
pon  it  of  existing  laws,  regulations  and 
rocedures. 

3* When  FDA  proposes  regulations, 
should  prepare  and  publish  in  the  Fed- 
'al  Register  a detailed  statement  assess- 
ig  the  impact  of  those  regulations  on 
rug  and  device  innovation. 

4»PMA  proposes  that  an  appropri- 
ely  qualified  medical  organization  be 
icouraged  to  undertake  a comprehen- 
ve  study  of  the  optimum  roles  and 
sponsibilities  of  the  sponsor  and  physi- 
an  when  company-sponsored  clinical 
search  is  performed  by  independent 
inical  investigators. 


PMA  recognizes  that  the  physician- 
investigator  has,  and  should  have,  the 
ultimate  responsibility  for  deciding  the 
substance  and  form  of  the  informed  con- 
sent to  be  obtained.  However,  PMA 
recommends  that  the  sponsor  of  the  ex- 
periment aid  the  investigator  in  dis- 
charging this  important  responsibility  by 
providing  ( 1)  a document  detailing  the 
investigator’s  responsibilities  under  FDA 
regulations  with  regard  to  patient  consent, 
and  (2)  a written  description  of  the 
relevant  facts  about  the  investigational 
item  to  be  studied,  in  comprehensible 
lay  language. 

€>.In  the  case  of  children,  the  sponsor 
must  require  that  informed  consent  be 
obtained  from  a legally  appropriate  rep- 
resentative of  the  participant.  Voluntary 
consent  of  an  older  child,  who  may  be 
capable  of  understanding,  in  addition  to 
that  of  a parent,  guardian  or  other  legally 
responsible  person,  is  advisable.  Safety  of 
the  drug  or  device  shall  have  been  assessed 
in  adult  populations  prior  to  use  in 
children. 

7»PMA  endorses  the  general  prin- 
ciple that,  in  the  case  of  the  mentally 
infirm,  consent  should  be  sought  from 
both  an  understanding  subject  and  from 
a parent  or  guardian,  or  in  their  absence, 
another  legally  responsible  person. 

8«  Pharmaceutical  manufacturers 
sponsoring  investigations  in  prisons  must 
take  all  reasonable  care  to  assure  that  the 
facilities  and  personnel  used  in  the  con- 
duct of  the  investigations  are  suitable  for 
the  protection  of  participants,  and  for  the 
avoidance  of  coercion,  with  a respect  for 
basic  humanitarian  principles. 

Sponsors  intending  to  conduct  non- 
therapeutic  clinical  trials  through  the 
participation  of  employee  volunteers 
should  expand  the  membership  and  scope 
of  its  existing  Medical  Research  Commit- 
tee, or  establish  such  an  internal  Medical 
Research  Committee,  with  responsibility 
to  approve  the  consent  forms  of  all 
volunteers,  designs,  protocols  and  the 
scope  of  the  trial.  The  Committee  should 
also  bear  responsibility  to  ensure  full 
compliance  with  all  procedures  intended 
to  protect  employee  volunteers’  rights. 

XO.Where  the  sponsor  obtains  medi- 
cal information  or  data  on  individuals,  it 
shall  be  accorded  the  same  confidential 


status  as  provided  in  codes  of  ethics  gov- 
erning health  care  professionals. 

XX*  PMA  and  its  member  firms  accept 
responsibility  to  aid  and  encourage  ap- 
propriate follow-up  of  human  subjects 
who  have  received  investigational  prod- 
ucts that  cause  latent  toxicity  in  animals 
or,  during  their  use  in  clinical  investiga- 
tion, are  found  to  cause  unexpected  and 
serious  adverse  effects. 

12  • PMA  supports  the  exploration 
and  development  by  its  member  compa- 
nies of  more  systematic  surveillance  pro- 
cedures for  newly  marketed  products. 

13  •When  a pharmaceutical  manu- 
facturer concludes,  on  the  basis  of  early 
clinical  trials  of  a basic  new  agent,  that  a 
new  drug  application  is  likely  to  be  sub- 
mitted, a proposed  development  plan 
accompanied  by  a summary  of  existing 
data,  would  be  submitted  to  the  FDA. 
Following  a review  of  this  submission, 
the  FDA,  and  its  Advisory  Committee 
where  appropriate,  would  meet  with  the 
sponsor  to  discuss  the  development  plan. 
No  for??ial  FDA  approval  should  be  re- 
quired at  this  stage.  Rather,  the  emphasis 
should  be  on  identification  of  potential 
problems  and  questions  for  the  sponsor’s 
further  study  and  resolution  as  the  pro- 
gram develops. 

The  PMA  believes  that  health  profes- 
sionals as  well  as  the  public  at  large 
should  be  made  aware  of  these  13  points 
in  its  Policy  on  Clinical  Research.  For 
these  recommendations  envisage  con- 
structive, cooperative  action  by  industry, 
research  institutions,  the  health  profes- 
sions and  government  to  encourage  crea- 
tive and  workable  responses  to  issues 
involved  in  the  clinical  investigation  of 
new  products. 

Pharmaceutical  Manufacturers 
Association 

1155  Fifteenth  Street,  N.W 
Washington,  D.  C.  20005 


President  Weston  shares 
his  pages  this  month 
with  SCMA  Vice  President 
Michael  Holmes,  M.D. 


Dear  Fellow  Physicians, 

With  dedication  and  a great  desire  to  build  a South  Carolina  Medical  Building,  the  medical 
leadership  of  South  Carolina  organized  several  years  ago  to  provide  a facility  of  which  all  South 
Carolina  physicians  can  be  proud.  The  climax  of  our  efforts  is  the  S.C.  Medical  Building  at  3325 
Medical  Park  Road,  home  of  the  state  association.  To  celebrate  our  achievement,  SCMA  will  of- 
ficially dedicate  the  building  Thursday,  April  1 in  a ceremony  to  which  all  of  you  are  invited. 

We  are  fortunate  to  have  Dr.  James  H.  Sammons,  Executive  Vice  President  of  the  American 
Medical  Association,  as  our  special  guest,  and  plans  are  underway  to  invite  dignitaries  and  health 
officials  from  across  the  state,  also.  Readers  from  government,  business  and  private  concerns  will 
join  us  in  tribute  to  a job  well  done.  The  dedication  is  indeed  a climax  to  our  months  of  hard  work. 

The  services  of  W.  LeRoy  Harrelson  Associates,  Inc.,  a highly  successful  and  well  known  public 
relations  firm,  have  been  secured  to  guide  and  complement  our  efforts  in  planning  a successful  ded- 
ication ceremony.  TeRoy  Harrelson,  whom  many  of  you  may  remember  as  a friend  and  former  con- 
sultant to  SCMA,  has  already  met  with  the  SCMA  staff  and  myself  to  lay  the  groundwork  for  pub- 
licity. 

The  success  of  a dedication  depends  upon  a well-thought-out,  well-organized  timetable;  but  the 
best  plans  fail  without  the  support  of  people.  You  will  make  the  SCMA  Building  Dedication  a suc- 
cess. Your  encouragement  and  your  presence  are  needed.  The  SCMA  Building  has  been  a very 
important  project  to  me  personally,  for  it  symbolizes  the  great  strides  made  by  the  medical  com- 
munity throughout  the  years.  We  can  all  share  this  success  on  April  1. 

Sincerely, 

C.  Tucker  Weston,  M.D. 

President 

S.C.  Medical  Association 
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Michael  Holmes,  M.D 
Vice  President 


My  Fellow  Colleagues: 

In  this  Bicentennial  year,  like  Paul  Revere  I must  sound  an  alarm.  Not  British  soldiers  but 
“British”  medical  programs,  or  socialized  medical  care,  threaten  us  now.  American  physicians 
would  do  well  to  commemorate  1976  by  joining  their  county,  state  and  national  medical  associa- 
tions, for  only  through  concerted  action  can  doctors  hope  to  effectively  communicate  their  opposi- 
tion to  National  Health  Insurance. 

Though  we  look  to  the  past  w'ith  great  pride,  we  view  the  future  with  alarm.  Many  of  the  pre- 
cepts and  dreams  we  have  worked  so  hard  for  are  being  threatened.  South  Carolina  physicians  can 
point  with  pride  to  the  S.C.  Medical  Building,  the  disciplinary  act  and  liability  coverage.  Yet  many 
aspects  of  our  medical  care  system  are  threatened.  Perhaps  many  of  you  have  traveled  in  Europe, 
as  I have.  Perhaps  you.  too.  have  returned  home  convinced  that  ours  is  the  best  system  of  medical 
care  in  the  world,  and  you  are  invigorated  to  preserve  it. 

Just  as  we  must  work  faithfully  at  our  diets  and  exercises  to  keep  our  bodies  strong,  we  must 
work  as  one  body  — to  keep  our  profession  strong.  With  self-discipline,  enforcement  of  the  dis- 
ciplinary act,  and  support  of  our  medical  associations  we  will  keep  our  profession  strong  and  of  an 
independent  mind.  Judge  Learned  Hand  said,  “Liberty  lies  in  the  heart  of  all  men  and  women;  w'hen 
this  dies  there  is  no  law  nor  constitution  that  can  save  it.” 

America's  is  not  a perfect  system;  and  it  always  allows  room  for  improvement.  In  my  45  years 
of  practicing  medicine  and  in  my  15  years  of  working  with  SCMA.  I have  seen  many  improvements 
and  many  problems  solved.  I have  also  found  an  ancient  prescription  for  improvement  that  still 
works  wonders 

Around  425  B.C.,  after  Pericles  had  finished  a speech,  someone  perhaps  a 
physician  - spoke  up  to  say  that  he  was  no  politician.  Pericles  replied,  “It  is  time 
to  get  involved.” 

Getting  involved  is  a prescription  that  still  works  wonders.  By  becoming  involved,  our  Bicenten- 
nial Fathers  achieved  national  independence.  And  like  them,  only  by  becoming  involved  can  we 
maintain  our  professional  independence. 


Sincerely  involved, 
Michael  Holmes,  M.D. 
Vice  President 
S.C.  Medical  Association 
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PHELPS-STOKES  FUND 

WORKING  TO  ALLEVIATE  HEALTH  CARE  SHORTAGES 


More  than  2,500  Black  students  attending 
colleges  and  universities  in  the  southeastern 
states  are  now  considering  careers  in  the 
health  professions  due  to  an  innovative  project 
being  conducted  by  the  Phelps-Stokes  Fund 
and  the  National  Health  Service  Corps,  an 
agency  of  the  Department  of  Health,  Ed- 
ucation, and  Welfare.  This  project  is  also 
helping  to  develop  health  clinics  near  these 
same  Black  colleges  where  a critical  health 
manpower  shortage  exists. 

Less  than  3 percent  of  the  physicians  and 
dentists  in  America  are  Black,  and  the  number 
of  Blacks  in  other  health  professions  is  equally 
as  small.  The  Phelps-Stokes  Fund’s  “Site 
Development  and  Health  Career  Awareness 
Project’’  is  an  effort  to  bring  more  Black  pro- 
fessionals into  the  health  field  and  to  improve 
health  care  services  in  those  areas  of  the  coun- 
try that  have  critical  health  manpower  short- 
ages. 

The  Federal  Government  awarded  an 
$88,000  contract  to  the  Fund  in  June  of  1975, 
to  accomplish  the  following  two  objectives: 

1)  To  develop  10-20  National  Health  Ser- 
vice Corps  (NHSC)  clinics  near  the  pre- 
dominately Black  colleges  and  univer- 
sities. 

2)  To  conduct  Health  Career  Orientation 
programs  at  these  same  colleges  in  an  ef- 
fort to  create  a greater  awareness  of 
health  career  opportunities  in  the  Federal 
Government  and  the  private  sector  today. 

To  implement  the  project,  the  Fund  has  de- 
veloped a system  of  utilizing  a faculty  person 
or  Site  Development  Advocate  (SDA)  at  each 
of  the  colleges  to  organize  a student  team  and 
then  under  the  supervision  of  the  SDA,  move 
into  the  communities  designated  by  the  Fed- 
eral Government  as  having  critical  health  man- 
power shortages,  and  assist  the  communities 
as  they  apply  health  care  facilities. 


Sixteen  of  the  colleges  and  universities 
participating  in  the  project  have  succeeded  in 
bringing  twenty  of  these  designated  communi- 
ties to  the  point  of  application.  (Table  1.) 
In  four  of  the  communities,  the  Fund  has  con- 
tacted physicians  who  are  completing  their 
medical  training  and  have  stated  an  interest 
in  practicing  at  these  new  facilities  when  they 
are  developed. 

According  to  Dr.  Marie  D.  Gadsden,  Vice 
President,  Phelps-Stokes  Fund,  if  the  contract 
is  renewed  for  a second  year,  every  attempt 
will  be  made  to  recruit  suitable  physicians  or 
dentists  for  the  communities.  “Unquestion- 
ably,” Dr.  Gadsden  stated,  “this  project  will 
have  a tremendous  effect  on  the  health  care 
delivery  system  of  Black  Americans  who  are 
living  in  the  south,  and  who  need  help  so  des- 
perately.” 

As  of  January  15,  1976,  more  than  2,500  re- 
quests for  information  about  health  careers 
have  been  received  by  the  Phelps-Stokes  Fund. 

After  a 60-minute  orientation  program, 
which  includes  statistical  data  related  to  the 
availability  of  health  professionals  and  presen- 
tations from  physicians  and  dentists  who  are 
already  in  practice,  the  students  are  given  “Re- 
quests for  Information”  forms  and  encouraged 
to  forward  them  to  the  Fund.  These  forms  are 
collected  and  processed  by  the  Fund  and  then 
forwarded  to  the  NHSC  which  is  attempting  to 
compile  a list  of  Black  students  currently  in 
college,  who  have  stated  an  interest  in  the 
health  professions. 

The  United  States  Congress  established  the 
Corps  on  December  31,  1970,  with  the  pas- 
sage of  Public  Law  91-623.  It  has  been  in  oper- 
ation since  1972  and  currently  there  are  more 
than  250  Corps  clinics  throughout  the  nation. 
Where  appropriate,  fees  for  service  are 
charged.  When  a community  applies  for  Corps 
assistance,  it  is  expected  to  provide  some 
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support  in  the  form  of  equipment,  facilities, 
staff  or  funds.  In  certain  instances,  arrange- 
ments can  be  made  to  finance  basic  equipment 
and  supplies. 

Before  a community  receives  health  teams 
(physicians  or  dentists),  the  local  governing 
body,  the  medical  or  dental  society  (which- 
ever is  appropriate)  and  the  planning  board 
must  ascertain  that  the  need  for  service  exists. 
Once  this  is  achieved,  the  Corps  and  the  Fund 
will  assist  the  community  in  recruiting  a suit- 
able physician  or  dentist.  The  Corps  will  pay 
his/her  salary  and  benefits  for  two  years 
hoping  that  at  the  end  of  that  period,  the  clinic 
will  be  generating  enough  income  to  meet  its 
expenses  and  become  a private  practice,  no 
longer  dependent  upon  the  Federal  Govern- 
ment for  support. 

The  Government  will,  however,  be  available 
for  technical  assistance  when  needed.  □ 


NARCOTIC  RIP-OFF 

A Columbia  physician  (Dr.  “X”)  receives  a 
late  Friday  long-distance  call  from  “Dr.  Mil- 
ler” in  Memphis,  who  is  referring  a patient 
just  moved  to  Columbia  with  inoperable  breast 
cancer.  The  patient  has  just  arrived  at  her 
daughter’s  home  in  Columbia  and  needs  sev- 
eral dozen  Percodan  tablets  until  able  to  call 
the  office  of  Dr.  X on  Monday.  Will  Dr.  X be 
good  enough  to  leave  the  prescription  at  a 
druggist’s?  Of  course,  says  he,  happy  to  oblige 
a colleague  from  Memphis,  Flattered  by  the  re- 
ferral and  impressed  by  the  sincere  and  unctu- 
ous voice  of  the  distant  physician. 

Next  day  the  druggist  calls  to  report  that  the 
Percodan  prescription  was  filled,  picked  up  by 
a young  man  who  charged  the  transaction  to 
a Columbia  name  and  address  that  proved  to 
be  fictitious,  the  man  arriving  and  leaving  in 
a taxi,  the  driver  reporting  later  that  he  left  the 
man  outside  a motel,  waited  for  him  to  “go 
to  his  room  to  get  the  taxi  fare,”  but  failing  to 
reappear. 

Total  swindle:  one  sucker  of  a physician,  one 
incautious  druggist,  one  careless  taxi  driver. 

Dr.  Wyatt  of  the  DHEC  Narcotic  and  Drug 
Control  was  duly  notified  of  the  foregoing 
events,  and  indicated  that  this  is  a common 
racket  throughout  the  State. 

Barnum  was  right.  Don’t  let  it  happen  to 
you.  □ 


Table  1. 

Allen  University 
Columbia,  S.C. 

Edward  Waters  College 
Jacksonville,  Fla. 

Elizabeth  City  State  Univ. 
Elizabeth  City,  N.C. 

Florida  A&M 
Tallahassee,  Fla. 

Fort  Valley  State  College 
Fort  Valley,  Ga. 

Grambling  State  Univ. 
Grambling,  La. 

Lane  College 
Jackson,  Tennessee 

Miles  College 
Birmingham,  Ala. 

Rust  College 
Holly  Springs,  Miss. 

Southern  University,  BR 
W.  Baton  Rouge,  La. 

Southern  University,  NO 
New  Orleans,  La. 


Stillman  College 
Tuscaloosa,  Ala. 

University  of  Arkansas 
Pine  Bluff,  Ark. 

Mississippi  Valley  State  Univ. 
Itta  Bena,  Miss. 

Alcorn  State  Univ. 

Lorman,  Miss. 

Saints  Jr.  College 
Lexington,  Miss. 

Coahoma  Jr.  College 
Clarksdale,  Miss. 
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BICENTENNIAL  CELEBRATION  OF  MEDICINE 


ANESTHESIA  FOR  SURGERY  IS  AMERICAN  DISCOVERY 

A unique  and  highly  important  American  contribution  to  medicine  was 
the  first  use  of  ether  as  an  anesthetic  for  surgery. 


Prior  to  the  1840s  surgery  and  dentistry 
were  grim  affairs.  There  was  no  dependable 
means  of  relieving  pain  during  the  operation. 
A stiff  drink  of  strong  alcoholic  beverage  was 
the  surgeon’s  major  anesthetic,  and  this  did 
not  actually  prevent  pain.  The  surgeon  had  to 
learn  to  work  very  fast  to  get  it  over  with  be- 
fore the  patient  succumbed  to  shock  or  loss  of 
blood,  while  his  patient  was  strapped  to  the 
operating  table.  Surgery  was  a last  resort,  to 
be  avoided  if  at  all  possible. 

A young  Georgia  physician,  Crawford  W. 
Long  of  Jefferson,  Ga.,  was  the  first  man  to  use 
ether  for  surgical  anesthesia  other  than  a den- 
tal procedure.  On  March  30,  1842,  Dr.  Long 
used  ether  to  remove  two  small  tumors  from 
the  neck  of  a friend.  The  operation  was  suc- 
cessful and  the  patient  suffered  no  pain. 

Other  pioneering  work  was  underway  in 
New  England,  and  a report  appeared  in  a 
Boston  journal  in  1846.  The  published  report 
was  promptly  attacked  as  “quackery”  and  a 
lively  exchange  in  the  medical  literature  en- 
sued for  a time  until  the  value  of  ether  as  an 
anesthetic  was  proved  to  the  satisfaction  of  the 
medical  community  of  the  day. 

One  of  the  New  Englanders  who  did  the 
first  experiments  with  ether,  Dr.  W.T.G.  Mor- 
ton, gave  up  his  dental  practice  to  devote  full 
time  to  anesthesia,  and  is  most  likely  the 
first  professional  anesthetist  in  American 
medicine. 

From  America  the  news  spread  to  Europe  in 
1846  and  the  European  surgeons  were  quick  to 
take  up  the  use  of  ether.  Dr.  Long  early  in  his 
work  began  using  ether  to  relieve  the  pains  of 
childbirth.  This  precipitated  a moral  argument 


from  clergymen  and  many  physicians  that 
childbirth  pains  were  something  that  should  be 
endured,  but  this  eventually  passed. 

Oddly,  ether  first  came  to  the  attention  of 
medical  men  through  its  use  by  sideshow  en- 
tertainers. These  men  traveled  about  the  coun- 
try giving  demonstrations  by  having  men  in 
the  audience  inhale  ether  and  become  pleas- 
antly drunk.  Ether  parties  became  the  vogue 
among  young  persons,  who  inhaled  the  sub- 
stance at  parties.  Probably  its  first  use  as  an 
anesthetic  was  in  January,  1842,  for  a tooth  ex- 
traction in  Rochester,  N.Y.,  when  a young 
chemist  who  had  been  to  some  of  the  parties 
administered  ether  to  a young  woman  dental 
patient. 

It  was  after  a public  demonstration  that  Dr. 
Long  got  the  idea  of  administering  ether  to  a 
patient  to  operate  without  pain.  Dr.  Long  had 
witnessed  ether  parties  while  a medical  stu- 
dent at  the  University  of  Pennsylvania. 

It  was  Dr.  Oliver  Wendell  Holmes  who  sug- 
gested the  name  “anesthesia”  for  the  pain-free 
condition  and  “anesthetic”  for  the  substance 
that  induced  anesthesia. 

At  the  founding  meeting  of  the  American 
Medical  Association  in  Philadelphia  in  1848 
the  subject  of  anesthesia  was  prominent  on 
the  scientific  program.  Physicians  from 
throughout  the  United  States  learned  of  the 
discovery  at  the  convention,  and  use  of  ether 
spread  rapidly  thereafter.  Some  surgeons  still 
were  reluctant  to  use  ether  in  their  operations, 
but  the  Committee  on  Surgery  of  that  first 
AMA  meeting  declared  that  the  benefits  off- 
set the  risk.  □ 

Prepared  by  the  American  Medical  Association 
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Come  to  life 


Introducing  Charleston's  luxury  waterfront 
indominium,  Dockside... spacious  new  townhouses 
Id  one-,  two-,  and  three-bedroom  residences, 
ch  with  a large  private  terrace  over- 
oking  Charleston’s  Harbor  of  History.  The 
refree,  secure  life  style  only  condominium 
/nership  can, bring.  Covered  parking.  Saunas, 
ercise  room,  card  room,  club  rooms,  heated 
vered  swimming  pool  and  sun  deck 
tending  out  over  the  harbor.  All  completely 
rrounded  by  24-hour  guarded  security, 
your  back  door,  the  famous  peninsular  ^ 

)ly  City.  America’s  first  theatre.  The 
jnicipal  Auditorium,  host  to  the  country’s 


finest  musical  shows  and  dramatic  perfor- 
mances. America’s  oldest  churches,  perfectly 
preserved.  Exquisite  shoppes  from  times  past. 

Dockside.  Probably  the  most  luxurious 
harborfront  condominium  Charleston  will 
ever  have.  Assuredly  the  perfect  place  to 
come  to  life.  Now  being  shown  1 p.m.  — 5 p.m 
daily;  or  for  a private  showing,  contact: 


Simmons  Realty  Company,  exclusive  agent 
330  Concord  St.,  Charleston,  S.  C.  29402 
(803)  577-4926 


RURAL  HEALTH  PROJECT 


In  1970  there  were  1.03  physicians  per  1000 
metropolitan  population,  .71  physicians  per 
1000  urban  population,  and  .35  physicians  per 
1000  rural  population.  The  1973  statistics  in- 
dicate that  in  counties  with  populations  less 
than  10,000,  the  physician  to  population  ratio 
is  .22  per  1000  population. 

Recognizing  Need 

Chairman  of  the  Joint  Steering  Committee 
for  the  Rural  Health  Project  Harrison  Peeples, 
M.D.  said: 

“I  think  all  of  us,  especially  those  of  us, 
involved  with  the  delivery  of  health  care 
on  a daily  basis,  are  acutely  aware  of  the 
many  health  problems  facing  those  indi- 
viduals residing  in  the  rural  communities. 
The  adequate  provision  of  physicians  and 
services  in  the  rural  areas  is  a common 
problem  confronting  almost  every  state. 

It  is  a most  difficult  and  complex  problem 
which  requires  a total  commitment  from 
all  sectors  of  the  health  care  industry 
federal,  state,  county  and  private  con- 
cerns. Only  through  cooperative  effort 
can  a program  of  this  scope  hope  to 
achieve  its  desired  goals.” 

William  B.  Finlayson,  President  of  the  S.C. 
Hospital  Association  and  Administrator  of 
Conway  Hospital,  said  the  shortage  of  phys- 
icians and  health  care  resources  has  plagued 
rural  S.  C.  for  decades. 

“Hospitals  in  rural  areas  of  this  state 
have  been  acutely  aware  of  and  concerned 
about  this  problem.  We  see  countless  pa- 
tients needing  primary  care  using  the  hos- 
pital emergency  department.  The  patients 
receive  what  we  call  “episodic  care,” 
without  any  followup  in  most  cases.  These 
patients  should  be  referred  to  family  phys- 
icians for  coordinated,  more  appropriate 
care...  but  as  we  all  know,  family  phys- 
icians are  in  very  short  supply  in  rural 
areas. 

“Through  this  new  project,  we  expect 
to  be  able  to  assist  more  family  practice 
physicians  establish  rural  practices,  and 
arrange  for  facilities,  manpower  and  sup- 
port services  to  make  rural  practice  eco- 
nomically feasible  and  more  attractive  to 
new  family  practitioners.  In  many  in- 
stances, hospitals  in  rural  areas  will  be 


TABLE  2 


MEDICALLY  UNDERSERVED 
COUNTIES  AND  AREAS 


Abbeville 

Georgetown 

Aiken 

Greenville 

Allendale 

Hampton 

Anderson 

Horry 

Bamberg 

Jasper 

Barnwell 

Kershaw 

Beaufort 

Lancaster 

Berkeley 

Laurens 

Calhoun 

Lee 

Charleston 

Lexington 

Cherokee 

McCormick 

Chester 

Marion 

Chesterfield 

Marleboro 

Clarendon 

Newberry 

Colleton 

Orangeburg 

Darlington 

Pickens 

Dillon 

Richland 

Dorchester 

Saluda 

Edgefield 

Sumter 

Fairfield 

Union 

Florence 

Williamsburg 

York 


Greenwood  - Troy  Division 
Oconee  - Long  Creek  Division 
Spartanburg  - Chesnee  Division 

Fairmont  Mills  Division 
Fingerville  Division 
Gramling  Division 
Inman  Division 
Landrum  Division 
Spartanburg  Division 
Woods  Chapel  Division 


From:  Federal  Register,  September  2,  1975 


able  to  enter  into  shared  service  arrange- 
ments with  physicians,  so  that  some  facil- 
ities, equipment,  manpower  and  manage- 
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ment  services  will  be  available  more  eco- 
nomically. 

“In  addition  to  these  economies  to  be 
achieved,  we  believe  that  the  cooperative 
efforts  of  doctors  and  hospitals  in  attempt- 
ing to  solve  the  health  problems  of  rural 

S.  C.  has  the  greatest  potential  for  suc- 
cess. The  combined  knowledge  and  ex- 
perience of  the  two  groups  in  the  organ- 
ization and  provision  of  direct  health  ser- 
vices will  be  a valuable  asset  to  the  proj- 
ect.” 

Objectives 

The  objectives  of  the  Rural  Health  Delivery 
Project  include: 

1.  to  identify  and  evaluate  the  factors  which 
support  successful  recruitment  and  reten- 
tion of  physicians  in  rural  areas, 

2.  to  expand  the  supply  of  rural  physicians 
and  hospital  medical  staffs, 

3.  to  provide  continuing  medical  education 
and  support  services  to  physicians  in  the 
rural  areas  to  assure  the  retention  of  their 
services  and  quality  medical  care,  and 

4.  to  strengthen  relationships  and  services  in 
the  rural  areas  through  cooperation  with 
local  hospital  and  community  organizations. 

The  first  objective  is  most  important,  and  its 
omission  from  past  attempts  by  other  organiza- 
tions to  solve  the  health  care  problem  has 
contributed  to  their  shortcomings.  There 
must  be  organized  approaches  to  physician 
recruitment  and  retention  and  to  making  rural 
practice  a feasible  and  attractive  option  for 
new  family  practice  and  primary  care  phys- 
icians. 

Solo-ing  in  Rural  S.C. 

Research  indicates  that  a physician  faces  a 
multitude  of  problems  in  maintaining  a rural 
practice  on  a solo  basis.  The  absence  of  a col- 
league creates  enormous  physical  and  emo- 
tional strain  on  the  physician  who  must  be  on 
duty  24  hours  a day,  seven  days  a week.  Ar- 
ranging educational  leave,  vacation,  and  peri- 
odic weekends  or  days  off  is  difficult.  In  these 
rural  areas  there  is  also  a lack  of  supportive 
services  such  as  medical  facilities  and  other 
professionals.  Not  only  is  there  isolation  from 
other  physicians,  but  also  limited  opportunities 


for  continuing  education.  Also,  the  uncertainty 
of  a stable  income  compounds  the  problem  of 
establishing  a practice  setting,  especially  when 
no  other  medical  facilities  exist.  The  cost  is 
high.  One  study  of  an  area  in  S.C.  estimated 
the  cost  to  range  between  $100,000  and  $130,- 
000  for  a comprehensive  facility  for  two  phys- 
icians, adequate  ancillary  personnel  and  diag- 
nostic and  treatment  equipment. 

The  above  five  factors  not  only  have  made 
recruitment  of  physicians  to  rural  areas  ex- 
tremely difficult  but  in  many  instances  have 
caused  physicians  to  abandon  rural  practice. 

Combatting  the  Problems 

The  objectives  of  the  project  outline  an  or- 
ganized approach  to  combatting  some  of  these 
problems.  Project  components  include: 

1.  developing  a methodology  for  surveying 
rural  locations  to  determine  needs  for  ad- 
ditional physician  and  health  services,  and 
the  capability  of  the  community  for  pro- 
viding support  and  necessary  resources  for 
the  services; 

2.  developing  a methodology  for  investigating 
the  types  of  shared  services  arrangements 
between  hospitals  and  rural  physicians  of- 
fices, such  as  personnel,  facilities,  equip- 
ment and  administrative  services,  which 
might  be  appropriate; 

3.  providing  an  organized  program  of  recruit- 
ment of  physicians  into  rural  areas  in  S.C., 
in  which  there  is  demonstrated  need  and  in 
which  necessary  support  can  be  provided; 

4.  assisting  rural  communities  in  obtaining  re- 
sources for  the  establishment  of  primary 
health  care  facilities  where  needed  to  ac- 
commodate new  physicians; 

5.  providing  management  services  to  partici- 
pating physicians  in  rural  areas,  relieving 
them  of  administrative  duties  and  freeing 
more  time  for  patient  care; 

6.  providing  back-up  coverage  and  consultation 
for  participating  physicians  in  rural  areas; 

7.  providing  information  resources  to  commu- 
nities regarding  the  availability  of  private 
and  public  funds  and  support  programs  to 
assist  in  developing  and  expanding  medical 
and  health  services  in  rural  areas;  and 

8.  developing  an  appropriate  program  of  con- 
tinuing medical  education  to  meet  the  needs 
o f physicians  practicing  in  rural  areas. 
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In  Memoriam 

Dr.  Hugh  P.  Smith,  80  year  old  retired 
Greenville  physician  died  last  month  after  36 
years  service  to  the  Greenville  area. 

From  1940-42  he  was  chairman  of  Council  to 
S.  C.  M.  A.,  and  served  as  president  of  the 
Greenville  County  Medical  Society,  the  Pied- 
mont Medical  Society,  as  Chief  of  Medical 
Services  for  Greenville  General  Hospital  and 
St.  Francis  Hospital,  and  as  counsel  to  Shriners 
Hospital  for  Crippled  Children. 

He  was  a Diplomate  of  American  Board  of 
Internal  Medicine,  and  a Fellow  of  American 
College  of  Physicians.  From  1946-50  he  was  a 
Distinguished  Teacher  of  Medicine  and  lec- 
turer to  hospital  staffs  and  interns. 

Surviving  are  his  wife,  Mrs.  Marguerite 
Lawton  Smith;  three  sons,  Charles  A.  “Chick” 
Smith  II  of  Greenville,  Dr.  Hugh  P.  Smith, 
Jr.  of  Naples,  Fla.,  and  Dr.  J.  Lawton  Smith 
of  Miami,  Fla.;  two  sisters,  Mrs.  John  Lucius 
of  Greenville  and  Mrs.  Francis  Pepper  of  Win- 
ston-Salem, N.C.;  a brother,  Capt.  Don  F. 
Smith  of  San  Diego,  Calif.;  and  nine  grand- 
children. 

The  Timmonsville  native  was  son  of  the  late 
Governor  Charles  A.  Smith  and  Fannie  Lorena 
Byrd  Smith. 


Dr.  William  T.  Leslie,  59,  chief  of  the  Med- 
ical Assistance  Division  of  the  S.C.  Depart- 
ment of  Social  Services  and  a retired  Army 
lieutenant  colonel,  died  last  month. 

A native  of  Dothan,  Ala.,  Dr.  Leslie 
served  as  an  Army  officer  for  23  years.  He 
became  a fellow  of  the  American  College  of 
Anesthesiologists  in  1960.  He  was  a member 
of  the  AMA,  SCMA,  SC  Society  of  Anesthe- 
siologists, and  the  American  Public  Health 
Assn. 

Surviving  are  his  wife  Mrs.  Katherine  E. 
Leslie;  his  mother  Mrs.  Alta  Petty  Leslie; 
a daughter  Miss  Margaret  Karen  Leslie;  a 
son  Kenneth  J.  Leslie;  two  brothers  J.  L. 
Leslie  of  California  and  Robert  C.  Leslie 
of  Kernersville,  N.C. 

Memorials  may  be  made  to  the  charity  of 
one’s  choice.  □ 


BRIEF  SUMMARY  OF 
PRESCRIBING  INFORMATION 
ANTIMINTH  B (pyrantel  pamoate) 

ORAL  SUSPENSION 

Actions.  Antiminth  (pyrantel  pamoate)  has 
demonstrated  anthelmintic  activity  against 
Enterobius  vermicularis  (pinworm)  and  As - 
cans  lumbncoides  (roundworm).  The  anthel- 
mintic action  is  probably  due  to  the  neuro- 
muscular blocking  property  of  the  drug. 

Antiminth  is  partially  absorbed  after  an  oral 
dose.  Plasma  levels  of  unchanged  drug  are 
low.  Peak  levels  (0.05-0. 13/xg/ml)  are  reached 
in  1-3  hours.  Quantities  greater  than  50%  of 
administered  drug  are  excreted  in  feces  as 
the  unchanged  form,  whereas  only  7%  or  less 
of  the  dose  is  found  in  urine  as  the  unchanged 
form  of  the  drug  and  its  metabolites. 
Indications.  For  the  treatment  of  ascariasis 
(roundworm  infection)  and  enterobiasis  (pin- 
worm  infection). 

Warnings.  Usage  in  Pregnancy:  Reproduction 
studies  have  been  performed  in  animals  and 
there  was  no  evidence  of  propensity  for  harm 
to  the  fetus.  The  relevance  to  the  human  is  not 
known. 

There  is  no  experience  in  pregnant  women 
who  have  received  this  drug. 

The  drug  has  not  been  extensively  studied 
in  children  under  two  years;  therefore,  in  the 
treatment  of  children  under  the  age  of  two 
years,  the  relative  benefit/risk  should  be  con- 
sidered. 

Precautions.  Minor  transient  elevations  of 
SGOT  have  occurred  in  a small  percentage  of 
patients.  Therefore,  this  drug  should  be  used 
with  caution  in  patients  with  preexisting  liver 
dysfunction. 

Adverse  Reactions.  The  most  frequently  en- 
countered adverse  reactions  are  related  to  the 
gastrointestinal  system. 

Gastrointestinal  and  hepatic  reactions:  an- 
orexia, nausea,  vomiting,  gastralgia,  abdomi- 
nal cramps,  diarrhea  and  tenesmus,  transient 
elevation  of  SGOT. 

CNS  reacfions:  headache,  dizziness,  drowsi- 
ness, and  insomnia.  Skin  reactions:  rashes. 
Dosage  and  Administration.  Children  and 
Adults:  Antiminth  Oral  Suspension  (50  mg  of 
pyranfel  base/ml)  should  be  administered  in  a 
single  dose  of  11  mg  of  pyrantel  base  per  kg 
of  body  weight  (or  5 mg/lb.);  maximum  total 
dose  1 gram.  This  corresponds  to  a simplified 
dosage  regimen  of  1 ml  of  Antiminth  per  10  lb. 
of  body  weight.  (One  teaspoonful=5  ml.) 

Antiminth  (pyrantel  pamoate)  Oral  Suspen- 
sion may  be  administered  without  regard  to 
ingestion  of  food  or  time  of  day,  and  purging 
is  not  necessary  prior  to,  during,  or  after  ther- 
apy. It  may  be  taken  with  milk  or  fruit  juices. 
How  Supplied.  Antiminth  Oral  Suspension  is 
available  as  a pleasant  tasting  caramel- 
flavored  suspension  which  contains  the  equiv- 
alent of  50  mg  pyrantel  base  per  ml,  supplied 
in  60  ml  bottles  and  Unitcups™  of  5 ml  in  pack- 
ages of  12.  

ROGRIG  ufiBp 

A division  of  Pfizer  Pharmaceuticals 
New  York,  New  York  10017 
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eliminates  Pinworms  and  Roundworms  with  a single  dose 


■ Single  dose  effectiveness  against 
>oth  pinworms  and  roundworms— 

"he  only  single-dose  anthelmintic  effective 
[gainst  pinworms  and  roundworms. 

• Nonstaining— to  oral  mucosa, 
tomach  contents,  stools,  clothing  or  linen. 

1 Well  tolerated  — the  most  frequently 
ncountered  adverse  reactions  are  related 
d the  gastrointestinal  tract. 


■ Economical  — a single  prescription 
will  treat  the  whole  family. 

■ Highly  acceptable  — pleasant-tasting 
caramel  flavor. 

■ Convenient  — just  1 tsp.  for  every 

50  lbs.  of  body  weight.  May  be  taken  with- 

out  regard  to  meals  ROGRIG  <A 
or  time  of  day.  nvcniw 


A division  of  Pfizer  Pharmaceuticals 
New  York,  New  York  10017 


Please  see  prescribing  information  on  facing  page.  NSN 6505-00- 148-6967 


Antiminth 

(pyrantel  pamoate)  equivalent  to  50mg  pyrantel/ml 


ORAL 

SUSPENSION 


Last  year  Medix  came  to  South  Carolina 
with  great  success.  The  nationally  syndicated 
television  series  on  medicine  and  health  began 
in  Los  Angeles  and  has  now  spread  across 
the  nation.  This  public-affairs  series  is  pre- 
sented by  the  Burroughs  Wellcome  Company 
in  cooperation  with  participating  medical  soci- 
eties like  S.C. M.A. 


The  following  schedules  for  Greenville, 
Columbia  and  Charleston  provide  a quick  re- 
view of  upcoming  subjects,  some  of  which  may 
be  very  important  to  your  patients. 


GREENVILLE 

WFBC 

SUNDAY  AT  1:00  P.M. 


March  6,  1976 

“WHEN  MINUTES  COUNT...”  Of  the 
1,300,000  people  who  have  heart  attacks  this 
year,  400,000  will  die  without  ever  reaching  a 
hospital.  This  Medix  report  shows  how  to  rec- 
ognize a heart  attack,  whom  to  call,  and  how  to 
give  life-sustaining  assistance  (cardio-pul- 
monary  resuscitation)  while  help  is  on  the  way. 

March  13,  1976 

“TAKING  THE  DIE  OUT  OF  DIABETES” 
Five  million  Americans  have  diabetes. 
Filmed  vignettes  of  six  of  them  juxtaposed 
with  man-on-the-street  interviews  show  the 
myths  and  realities  of  the  disease.  Called  the 
“hidden  disease”  because  its  symptoms  often 
go  unrecognized,  diabetes  is  the  fifth  largest 
killer  in  the  U.S.,  and  the  leading  cause  of 
blindness.  Also  surveyed  are  research  at- 
tempts to  find  a cure  for  diabetes. 

March  20,  1976 

“A  GIFT  OF  LIFE”  — Four  patients  are  fol- 
lowed as  they  receive  kidney  transplants.  Pro- 
duced in  cooperation  with  The  National  Kid- 
ney Foundation,  this  dramatic  film  report 
underscores  the  serious  shortage  of  kidneys 
for  people  on  kidney  dialysis  who  are  awaiting 
a transplant. 


March  27,  1976 

“A  GOOD  SPORT  - PART  I”  A host  of 
Hollywood  celebrities  perform  their  favorite 
sports  and  share  with  viewers  the  joys  and 
health  benefits  of  each  activity.  Walter  Mat- 
thau jogging,  Elke  Sommer  playing  tennis, 
Jo  Anne  Worley  bowling.  Bo  Svensen  playing 
ice  hockey,  and  Lisa  Gerritsen  water-skiing. 
Dr.  Jack  Wilmore,  exercise  physiologist,  joins 
host  Mario  Machado  to  evaluate  the  specific 
benefits  and  drawbacks  of  each  sport.  Mario 
also  undergoes  a stress  test  to  determine  his 
physical  condition  prior  to  beginning  an  exer- 
cise program. 

April  3,  1976 

“A  GOOD  SPORT  - PART  II”  More  Holly- 
wood celebrities  perform  their  favorite  sports 
for  the  Medix  cameras.  Carol  Burnett  does 
yoga,  Monty  Hall  plays  golf,  Katharine  Ross 
horseback  rides,  Greg  Morris  plays  basket- 
ball, James  Franciscus  swims,  and  Joe  Cam- 
panella  bicycles.  Dr.  Jack  Wilmore,  exercise 
physiologist,  joins  host  Mario  Machado  in 
evaluating  the  health  benefits  of  each  sport. 

April  10,  1976 

“SEXUAL  COMMUNICATION”  — A live 
studio  audience  joins  host  Mario  Machado  in 
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a question  and  answer  Medix  special,  “Sexual 
Communication."  Guest  authorities  are  Drs. 
Beryl  and  Noam  Chernick,  physicians  and  sex- 
ual counselors  from  Ontario,  Canada.  Topics 
range  from  the  role  of  ignorance  in  sexual 
dysfunction  to  how  to  communicate  more 
openly  and  effectively  about  sexual  problems 
and  preferences. 

April  17,  1976 

“POISON!”  Two  million  people  are  poi- 
soned accidentally  in  the  United  States  each 
year.  10,000  of  these  victims  die.  This  film  re- 
port covers  various  sources  of  poisoning... 
from  snake  bites,  plants,  spiders,  and  fish 
through  poisons  that  are  swallowed.  Included 
are  tips  on  prevention,  and  life-saving  emer- 
gency techniques. 


April  24,  1976 

“WAYS  TO  WEIGH  LESS”  — The  various 
techniques  for  weight  reduction  are  evaluated 
by  host  Mario  Machado  and  Dr.  George  Bray, 
a specialist  in  weight  control.  Among  those 
techniques  evaluated  are  jaw-wiring,  hypnosis, 
acupuncture,  crash  dieting,  intestinal  surgery 
and  behavior  modification. 

May  1,  1976 

“CHILD  ABUSE:  THE  MONSTER  INSIDE 
ME”  — New  approaches  to  the  problem  of 
child  abuse  are  explored  in  this  episode  of 
Medix.  Featured  is  a discussion  among  parents 
who  have  physically  abused  their  children 
but  have  found  help.  New  trends  in  clinical 
aid  are  also  discussed  by  Drs.  Norris  Paulson 
and  James  Apthorp. 


COLUMBIA 

WOLO 

SUNDAY  AT  2:30  P.M. 


March  6,  1976 

“PLASTIC  SURGERY”  This  filmed  report 
shows  that  reconstructive  plastic  surgery  is  an 
area  in  medicine  encompassing  more  than  just 
face-lifts  and  nose  bobs.  One  patient  featured 
has  her  face  completely  reconstructed  after  it 
has  been  demolished  in  an  auto  accident. 
Another,  who  lost  her  thumb  in  a water-skiing 
accident,  has  her  big  toe  transplanted  to  her 
hand.  A third  case  follows  a cancer  victim, 
who  after  a radical  mastectomy,  has  her 
breasts  reconstructed  by  surgeons.  Precautions 
for  viewers  seeking  cosmetic  surgery  are  also 
presented. 

March  13,  1976 

“WHEN  MINUTES  COUNT...”  — Of  the 
1,300,000  people  who  have  heart  attacks  this 
year,  400,000  will  die  without  ever  reaching  a 
hospital.  This  Medix  report  shows  how  to  rec- 
ognize a heart  attack,  whom  to  call,  and  how 
to  give  life-sustaining  assistance  (cardio-pul- 
monary  resuscitation)  while  help  is  on  the  way. 

March  20,  1976 

“TAKING  THE  DIE  OUT  OF  DIABETES” 
Five  million  Americans  have  diabetes. 
Filmed  vignettes  of  six  of  them  juxtaposed 


with  man-on-the-street  interviews  show  the 
myths  and  realities  of  the  disease.  Called  the 
“hidden  disease”  because  its  symptoms  often 
go  unrecognized,  diabetes  is  the  fifth  largest 
killer  in  the  U.S.,  and  the  leading  cause  of 
blindness.  Also  survery  are  research  attempts 
to  find  a cure  for  diabetes. 

March  27,  1976 

“A  GIFT  OF  LIFE”  — Four  patients  are  fol- 
lowed as  they  receive  kidney  transplants.  Pro- 
duced in  cooperation  with  The  National  Kid- 
ney Foundation,  this  dramatic  film  report 
underscores  the  serious  shortage  of  kidneys 
for  people  on  kidney  dialysis  who  are  awaiting 
a transplant. 

April  3,  1976 

“A  GOOD  SPORT  - PART  I”  — A host  of 
Hollywood  celebrities  perform  their  favorite 
sports  and  share  with  viewers  the  joys  and 
health  benefits  of  each  activity.  Walter  Mat- 
thau jogging,  Elke  Sommer  playing  tennis, 
Jo  Anne  Worley  bowling,  Bo  Svensen  playing 
ice  hockey,  and  Lisa  Gerritsen  water-skiing. 
Dr.  Jack  Wilmore,  exercise  physiologist,  joins 
host  Mario  Machado  to  evaluate  the  specific 
benefits  and  drawbacks  of  each  sport.  Mario 
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also  undergoes  a stress  test  to  determine  his 
physical  condition  prior  to  beginning  an  exer- 
cise program. 

April  10,  1976 

“A  GOOD  SPORT  - PART  II”  — More  Holly- 
wood celebrities  perform  their  favorite  sports 


for  the  Medix  cameras.  Carol  Burnett  does 
yoga,  Monty  Hall  plays  golf,  Katharine  Ross 
horseback  rides,  Greg  Morris  plays  basketball, 
James  Franciscus  swims,  and  Joe  Campanella 
bicycles.  Dr.  Jack  Wilmore,  exercise  physiolo- 
gist, joins  host  Mario  Machado  in  evaluating 
the  health  benefits  of  each  sport. 


CHARLESTON 

WCIV 

SATURDAY  AT  3:00  P.M. 


March  6,  1976 

“A  GOOD  SPORT  - PART  II”  — More  Holly- 
wood celebrities  perform  their  favorite  sports 
for  the  Medix  cameras.  Carol  Burnett  does 
yoga,  Monty  Hall  plays  golf,  Katharine  Ross 
horseback  rides,  Greg  Morris  plays  basketball, 
James  Franciscus  swims,  and  Joe  Campanella 
bicycles.  Dr.  Jack  Wilmore,  exercise  physiolo- 
gist, joins  host  Mario  Machado  in  evaluating 
the  health  benefits  of  each  sport. 

March  13,  1976 

“SEXUAL  COMMUNICATION”  — A live 
studio  audience  joins  host  Mario  Machado  in  a 
question  and  answer  Medix  special,  “Sexual 
Communication.”  Guest  authorities  are  Drs. 
Beryl  and  Noam  Chernick,  physicians  and  sex- 
ual counselors  from  Ontario,  Canada.  Topics 
range  from  the  role  of  ignorance  in  sexual 
dysfunction  to  how  to  communicate  more 
openly  and  effectively  about  sexual  problems 
and  preferences. 

March  20,  1976 

“POISON!”  — Two  million  people  are  poi- 
soned accidentally  in  the  United  States  each 
year.  10,000  of  these  victims  die.  This  film  re- 
port covers  various  sources  of  poisoning... 
from  snake  bites,  plants,  spiders,  and  fish 
through  poisons  that  are  swallowed.  Included 
are  tips  on  prevention,  and  life-saving  emer- 
gency techniques. 

March  27,  1976 

“WAYS  TO  WEIGH  LESS”  — The  various 
techniques  for  weight  reduction  are  evaluated 
by  host  Mario  Machado  and  Dr.  George  Bray, 
a specialist  in  weight  control.  Among  those 
techniques  evaluated  are  jaw-wiring,  hypnosis, 


acupuncture,  crash  dieting,  intestinal  surgery 
and  behavior  modification. 

April  3,  1976 

“CHILD  ABUSE:  THE  MONSTER  INSIDE 
ME”  — New  approaches  to  the  problem  of 
child  abuse  are  explored  in  this  episode  of 
Medix.  Featured  is  a discussion  among  parents 
who  have  physically  abused  their  children  but 
have  found  help.  New  trends  in  clinical  aid  are 
also  discussed  by  Drs.  Norris  Paulson  and 
James  Apthorp. 

April  10,  1976 

“AGE  IS  JUST  A NUMBER”  — From  geri- 
atric folk-dancing  to  calisthenics  and  a 105- 
year-old  foster  grandmother,  Medix  looks  at 
the  world  of  the  senior  citizen,  and  disavows 
the  image  of  the  elderiy  as  frail  and  disabled. 
Drs.  Elizabeth  Austin  and  Jurgen  Meinhold 
point  out  the  problems  and  the  wonders  of 
growing  old  in  this  heart-warming  look  at  old- 
sters. 

April  17,  1976 

“RELAX  - TAKE  IT  EASY”  — Medix  focuses 
on  stress  and  the  stress-triggered  diseases  of 
high  blood  pressure,  headaches  and  stomach 
upsets.  Dr.  Ransom  Arthur  suggests  that  ten- 
sion may  be  linked  to  everything  from  cancer 
to  stiff  necks.  Dr.  Herbert  De  Vries  gives  hints 
on  how  to  relax  and  do  away  with  unwanted 
tension. 

April  24,  1976 

“IS  THERE  A BETTER  WAY  OF  DYING?” 
— Mario  Machado  hosts  this  exploration  of  the 
inevitable  featuring  Dr.  Edwin  Schneidman,  a 
psychologist  who  specializes  in  helping  dying 
persons  deal  with  death.  Discussion  includes: 
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Death  as  society’s  new  taboo,  the  modern  way 
of  dying,  coping  with  death  of  a loved  one,  and 
explaining  death  to  children. 

May  1,  1976 

“PLASTIC  SURGERY”  — This  filmed  report 
shows  that  reconstructive  plastic  surgery  is  an 
area  in  medicine  encompassing  more  than  just 
face-lifts  and  nose  bobs.  One  patient  featured 
has  her  face  completely  reconstructed  after  it 
has  been  demolished  in  an  auto  accident. 
Another,  who  lost  her  thumb  in  a water-skiing 
accident,  has  her  big  toe  transplanted  to  her 
hand.  A third  case  follows  a cancer  victim,  who 
after  a radical  mastectomy,  has  her  breasts 
reconstructed  by  surgeons.  Precautions  for 
viewers  seeking  cosmetic  surgery  are  also  pre- 
sented. 

May  8,  1976 

“WHEN  MINUTES  COUNT...”  — Of  the 
1,300,000  people  who  have  heart  attacks  this 
year,  400,000  will  die  without  ever  reaching  a 
hospital.  This  Medix  report  shows  how  to  rec- 


Immediate Opening 
For  Child  Psychiatrist 

$15,000  - $20,000  for  approximately 
half  time. 

Head  medical  psychiatric  staff  in 
community  Child  Guidance  Clinic 

Metropolitan  area  population  500,000. 
Opportunity  for  private  practice 
available.  Liberal  fringe  benefits. 

Equal  Opportunity  Employer  with 
Affirmative  Action  Plan.  Write  or  call 
Betty  Reames 

Memorial  Guidance  Clinic 
2319  East  Broad  Street 
Richmond,  Virginia  23223 
804  / 648-1605 


ognize  a heart  attack,  whom  to  call,  and  how 
to  give  life-sustaining  assistance  (cardio-pul- 
monary  resuscitation)  while  help  is  on  the  way. 

May  15,  1976 

“TAKING  THE  DIE  OUT  OF  DIABETES” 
Five  million  Americans  have  diabetes. 
Filmed  vignettes  of  six  of  them  juxtaposed  with 
man-on-the-street  interviews  show  the  myths 
and  realities  of  the  disease.  Called  the  “hidden 
disease”  because  its  symptoms  often  go  unrec- 
ognized, diabetes  is  the  fifth  largest  killer  in 
the  U.S.,  and  the  leading  cause  of  blindness. 
Also  surveyed  are  research  attempts  to  find  a 
cure  for  diabetes. 

May  22,  1976 

“A  GIFT  OF  LIFE”  — Four  patients  are  fol- 
lowed as  they  receive  kidney  transplants.  Pro- 
duced in  cooperation  with  The  National  Kid- 
ney Foundation,  this  dramatic  film  report 
underscores  the  serious  shortage  of  kidneys  for 
people  on  kidney  dialysis  who  are  awaiting  a 
transplant.  □ 

Emergency  Room 
Physicians 

Richland  Memorial  Hospital,  a 600  bed 
general  hospital  and  regional  emergency  care 
facility  serving  the  Midlands,  offers  full  time 
physicians  eligible  for  S.C.  licensure: 

• excellent  salary  and  fringe  benefits 

• professional  growth  opportunity  through 
continued  education 

• top  flight  specialty  support  in  family 
practice,  general  surgery  and  sub 
specialties,  internal  medicine  and  pediatrics 

• modern  facilities  and  equipment 

• medical  university  affiliation 

CONTACT: 

Daniel  Love,  M.D. 

Director,  Emergency  Services 
Richland  Memorial  Hospital 
3301  Harden  Street 
Columbia,  South  Carolina  29203 

803  / 765-6861 


The  Journal  of  the  South  Carolina  Medical  Association 


110 


BRYAN 


After  residency  at  Vanderbilt  University 
Hospital  and  Fellow  in  Infectious  Diseases 
from  1972  to  1974  at  that  University  Medical 
Center,  Dr.  Bryan  moved  to  S.  C.  to  establish 
a private  practice. 

He  is  licensed  in  S.  C.  and  Md.  and  certified 
by  the  American  Board  of  Internal  Medicine 
and  the  Sub-specialty  Board  of  Infectious  Dis- 
ease. He  is  a member  of  the  American  Associa- 
tion for  the  History  of  Medicine,  American 
Federation  for  Clinical  Research,  American 
College  of  Physicians  and  American  Society 
for  Microbiology. 

Dr.  Bryan  is  married  to  the  former  Mary 
Lowndes  Smith,  and  they  have  two  daughters. 

A complete  listing  of  Dr.  Bryan’s  publica- 
tions, abstracts,  presentation  and  letters  fol- 
lows: 

Publications 

Bryan,  C.S.:  Blood-letting  in  American  Med- 
icine. Bull.  Hist.  Med.  38:5 16-529,  1964. 

Bryan,  C.S.:  Enhancement  of  bacterial  in- 
fection by  meconium.  Johns  Hopkins  Med.  J 
727:9-13,  1967. 

Bryan,  C.S.:  Dr.  Samuel  Dickson  and  the 
Spirit  of  Chrono-Thermalism  (The  William 
Osier  Medal  Essay).  Bull.  Hist.  Med.  42: 24-42, 

1968. 

Leone,  A.J.,  and  Bryan,  C.S.:  Leiomyosar- 
coma of  the  small  bowel  demonstrated  by  sel- 
ective superior  mesenteric  angiography.  J. 
Canad.  Ass.  Radiol.  19: 126-129,  1968. 

Bryan,  C.S.,  and  Oppenheimer,  E.H.:  Ven- 
tricular endocardial  fibroelastosis:  basis  for 
its  presence  or  absence  in  cases  of  pulmonic 
and  aortic  atresia.  Arch.  Path.  #7:82-86,  1969. 

Bryan,  C.S.,  and  Boitnott,  J.K.:  Adenocar- 
cinoma of  the  lung  with  chronic  mineral  oil 
pneumonia.  Amer.  Rev.  Resp.  Dis.  99:272-274, 

1969. 

Bryan,  C.S.:  Nonbacterial  thrombotic  endo- 
carditis with  malignant  tumors.  Amer.  J.  Med. 
46:787-793,  1969. 

Bryan,  C.S.:  Hereditary  hemorrhagic  telan- 
giectasia in  a black  family.  Amer.  J.  Dig.  Dis. 
18: 912-914,  1973. 

Bryan,  C.S.,  King,  B.G.,  Jr.,  and  Bryant, 
R.E.:  Retropharyngeal  infection  in  adults. 

Arch.  Intern.  Med.  734:127-130,  1974. 

Bryan,  C.S.:  Sensitization  of  E.  coli.  to  the 
serum  bactericidal  system  and  to  lysozyme  by 
ethyleneglycoltetraacetic  acid.  Proc.  Soc.  Exp. 
Biol.  Med.  745:143 1-1433,  1974. 

Ill 


Bryan,  C.S.,  Marney,  W. R.,  Jr.,  Alford,  R.H., 
and  Bryant,  R.E.:  Gramnegative  bacillary  en- 
docarditis: interpretation  of  the  serum  bacteri- 
cidal test.  Amer.  J.  Med.  5#:209-215,  1975. 

Bryan,  C.S.,  and  Stone,  W.J.:  “Comparably 
massive”  penicillin  G therapy  in  renal  failure. 
Ann.  Intern.  Med.  #2:189-195,  1975. 

Latos,  D.L.,  Bryan,  C.S.,  and  Stone,  W.J.: 
Carbenicillin  therapy  in  patients  with  normal 
and  impaired  renal  function.  Clin.  Pharm.  Ther. 
77:692-700,  1975. 

Des  Prez,  R.M.,  Bryan,  C.S.,  Hawiger,  J., 
Colley,  D.G.:  Function  of  the  classical  and  al- 
ternate pathways  of  human  complement  in 
serum  treated  with  ethylene  glycol  tetraacetic 
acid  and  MgC12-ethyleneglycoltetraacetic  acid. 
Infection  and  Immunity  77:1235-1243,  1975. 
Abstracts  and  Presentations 

Bryan,  C.S.,  Des  Prez,  R.M.,  Bryant,  R.E.: 
Demonstration  of  C3  shunt  dependence  of  the 
serum  bactericidal  reaction  by  the  use  of 
EGTA.  Clin.  Res.  27:98,  1973,  presented  at 
Southern  Section,  American  Federation  for 
Clinical  Research,  New  Orleans,  January  1971. 

Bryan,  C.S.,  Marney,  S.R.,  Jr.,  Alford,  R.H.: 
Use  of  the  serum  bactericidal  assay  in  gram- 
negative bacillary  endocarditis.  Clin.  Res.  22: 
3 1 A,  1974. 

Bryan,  C.S.,  Stone,  W.J.:  “Comparably 
massive”  penicillin  G therapy  in  renal  failure. 
Presented  at  14th  Interscience  Conference  on 
Antimicrobial  Agents  and  Chemotherapy,  San 
Francisco,  California,  September  13,  1974 
(abstract  402). 

Latos,  D.L.,  Huddle,  R.M.,  Bryan,  C.S., 
Stone,  W.J.:  A new  method  of  carbenicillin 
dose  calculation  in  renal  insufficiency.  Clin. 
Res.  23: 28 A,  1975. 

Bryan,  C.S.:  Management  of  gram-negative 
endocarditis.  Presented  at  South  Carolina  Re- 
gional Meeting  of  American  College  of  Phy- 
sicians, Myrtle  Beach,  S.  C.,  March  16,  1975. 

Bryan,  C.S.,  Hook,  F.W.:  Use  and  abuse  of 
antibiotics.  Presented  at  Scientific  meeting  of 
Columbia  Medical  Society  of  Richland  County, 
S.  C.,  September  8,  1975. 

Letters 

Bryan,  C.S.:  Naming  the  poinsettia.  Hen1 
Engl.  J.  Med.  277:323-324,  1964. 

Bryan,  C.S.,  Stone,  W.J.:  Penicillin  G ther- 
apy in  renal  failure  (response).  Ann.  Intern. 
Med.  #2:851,  1975.  □ 


March,  1976 


National  Multiple  Sclerosis  Society 
Central  South  Carolina  Chapter 
724  Meadow  Street 
Columbia,  South  Carolina  29205 


Dear  Doctors, 

The  S.C.  chapters  of  the  National  Multiple  Sclerosis  Society  would 
like  you  to  be  aware  of  our  offices  in  the  state.  We  have  various  pro- 
grams and  activities  to  help  the  patients  meet  their  many  physical  and 
emotional  needs.  We  also  have  educational  materials  and  programs  to 
help  their  families  and  the  public  become  more  aware  of  MS. 

Because  of  the  nature  of  MS,  many  patients  do  not  want  to  acknow- 
ledge or  talk  about  their  condition.  Further,  they  consider  organiza- 
tions such  as  ours  charitable,  when  in  fact  we  can  be  very  supportive 
of  the  patient  and  his  family  and  their  needs.  We  would  like  to  serve 
patients  in  all  stages  of  their  disease,  not  just  the  most  needy  or 
advanced  stages. 

We  ask  you  to  remember  our  offices  and  if  you  have  on  file  or 
should  diagnose  an  MS  patient  we  would  appreciate  knowing  about  them. 

We  would  hope  you  also  could  give  them  our  address  so  they  would  be 
able  to  contact  us. 

The  S.C.  offices  and  their  territories  follow: 

CENIRAL  S.C.  CHAPTER  799-7848 
724  Meadow  St.  Columbia  29206 

Richland,  Chester,  Fairfield,  Newberry,  Kershaw,  Lee,  Sumter,  Clarendon, 
Calhoun,  Lexington,  Aiken,  Barnwell,  Orangeburg,  Bamberg,  Allendale  Counties 

S.C.  PIEDMONT  CHAPTER  242-6177 
Box  1734  Greenville  29602 

Greenville,  Spartanburg,  Pickens,  Oconee,  Anderson,  Abbeville,  Laurens, 
Union,  Greenwood,  McCormick,  Saluda,  Edgefield  Counties 

TRIDENT  CHAPTER  766-6243 

Box  3725  Charleston  29407 

Chesterfield,  Marlboro,  Darlington,  Dillon,  Horry,  Florence,  Marion, 
Williamsburg,  Georgetown,  Berkeley,  Dorchester,  Charleston,  Colleton, 
Hampton,  Jasper,  Beaufort  Counties 

GREATER  CAROLINAS  CHAPTER  377-4350 

1401  East  7th  St.  Apt  4 Charlotte,  N.C.  28204 

Cherokee,  York,  Lancaster  Counties 


Sincerely  yours. 


Norma  Bradshaw 
Executive  Director 
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Wherever  practical,  existing  facilities  and  al- 
lied professional  manpower  will  be  utilized  in 
the  Rural  Health  Delivery  Program.  Arrange- 
ments with  communities  will  be  flexible  and 
will  depend  on  local  needs  and  resources. 


FINANCIAL  SUPPORT 

Contributions  for  the  Project  have  come 
from  sources  including  the  Duke  Endowment, 
the  Springs  Foundation,  the  Self  Foundation 
and  the  S.C.  Farm  Bureau  Federation.  (Table 
3)  Representatives  from  these  four  groups  ex- 
pressed their  enthusiasm  for  the  Project  at 
the  February  24  Press  Conference.  Tom  War- 
ren, Assistant  to  the  President,  S.  C.  Farm 
Bureau  Federation,  summarized  all  the  groups’ 
concern  with  rural  health  care  delivery  and 
hope  for  success. 

“Our  membership  has  long  been  con- 
cerned over  the  lack  of  adequate  medical 
facilities  for  the  citizens  of  this  state,  es- 
pecially as  it  applies  to  residents  of  small, 
rural  communities,  and  our  organization 
has  committed  the  utilization  of  its  best 
efforts  toward  alleviating  this  situation. 

“We  are  happy  that  this  study  was 
initiated  by  the  private  sector  of  our 
society,  because  we  believe  that  this  is 
indicative  of  the  individual  compassion 
of  man  for  his  fellow  man.  It  is  a self-help 
effort,  and  it  is  one  that  speaks  well  for 
the  citizens  of  S.C.” 


STEERING  COMMITTEE 

The  Rural  Health  Delivery  Project  is  under 
the  direction  of  a twelve  member  Steering 
Committee,  consisting  of  members  of  SCMA 
and  SCHA. 

Harrison  Peeples,  M.D.,  Family  Practitioner, 
Estill,  S.C.,  Chairman 
J.  Gavin  Appleby,  M.D.,  St.  George,  S.C. 
James  Barnett,  M.D.,  Travelers  Rest,  S.C. 
William  B.  Finlay  son,  Administrator,  the  Con- 
way Hospital,  Inc.,  Conway,  S.C. 

Eric  L.  Fischer,  Administrator,  Cherokee 
County  Memorial  Hospital,  Gaffney,  S.C. 
Dace  W.  Jones,  Jr.,-  Administrator,  Elliott 
White  Springs  Memorial  Hospital,  Lancas- 
ter, S.C. 

Donald  G.  Kilgore,  M.D.,  Greenville,  S.C. 


J.  Ernest  La  them,  M.D.,  Greenville,  S.C. 

H.  Filmore  Mabry,  Administrator,  Orangeburg 
Regional  Hospital,  Orangeburg,  S.C. 

Richard  P.  Moses,  Sumter,  S.C. 

A.  Preston  Nisbet,  Director,  Self  Memorial 
Hospital,  Greenwood,  S.C. 

Waitus  O.  Tanner,  M.D.,  Columbia,  S.C. 


TABLE  3 

CONTRIBUTOR  FIRST  YEAR  FUNDS 

THE  DUKE  ENDOWMENT  $ 37,500 

THE  SPRINGS  FOUNDATION  18,750 

THE  SELF  FOUNDATION  18,750 

S.C.  FARM  BUREAU  FEDERATION 
OTHER  

TOTAL  $105,000 


THOMAS  VAN  ELLET 
IS  CHOSEN  TO  DIRECT 
AND  IMPLEMENT 
THE  RURAL  HEALTH 
DELIVERY  PROJECT 

With  work  experience  in  the  nation’s  cap- 
ital where  health  care  legislation  is  formu- 
lated, I.  Van  Ellet  comes  to  S.C.  to  direct 
the  Rural  Health  Care  Delivery  Program. 

“Providing  quality  medical  treatment  for 
all  Americans  has  long  been  a concern  of  leg- 
islators,” said  Mr.  Ellet.  “Many  areas  of  the 
country,  particularly  rural  areas,  lack  ad- 
equate personnel  and  physical  facilities  to 
provide  even  minimal  care.  Filling  these 
needs  is  a great  challenge  to  all  health  care 
administrators.” 

Mr.  Ellet  worked  with  Senator  Henry  M. 
Jackson  of  Washington  in  Washington,  I). 
C.  while  attending  The  George  Washington 
University.  He  received  a Master  of  Health 
Care  Administration  degree.  Also  in  Wash- 
ington, D.C.,  Mr.  Ellet  Worked  with  the  Of- 
fice of  Economic  Opportunity  in  the  Office 
of  Health  Affairs  coordinating  and  evaluating 
OEO-funded  programs  in  addiction,  alcohol- 
ism and  mental  health. 

(continued  page  115) 
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MUSC  STUDIES  PESTICIDES 


The  Medical  University  of  South  Carolina 
has  been  awarded  federal  funding  of  $1,208,140 
to  continue  its  study  of  the  effects  of  pesticides 
on  human  health.  The  contract  is  for  a 33- 
month  period. 

The  South  Carolina  project  is  one  of  12  in 
the  United  States  funded  by  the  Environmental 
Protection  Agency.  The  facility  at  the  Medical 
University  was  designated  a “Center  of  Excel- 
lence” in  1974  and  assists  projects  in  New  Jer- 
sey, Texas  and  Mississippi,  as  well. 

The  work  of  the  Center  is  varied  and  covers 
many  aspects  of  the  use  of  pesticides  in  rela- 
tionship to  human  health  such  as  the  effect  of 
pesticides  on  the  cardiovascular,  immune  and 
endocrine  systems. 

A survey  has  just  been  completed  to  ascer- 
tain the  exact  number  of  hospitalized  cases  of 
acute  pesticide  poisonings  in  the  United  States. 
In  South  Carolina  there  are  about  600  cases  of 
pesticide  poisonings  each  year  with  some  40 
of  these  hospitalized.  About  half  the  hospitali- 
zations involve  children. 

A survey  is  in  progress  to  determine  how, 
and  how  much  pesticides  are  used  throughout 
the  United  States. 

The  effects  of  new  chemicals  are  studied 
prior  to  being  registered  for  general  use  and 
the  long-term  effect  of  certain  pesticides  is  also 
under  investigation.  One  important  function 
of  the  Center  is  to  investigate  and  assist  in 
the  treatment  of  acute  pesticide  poisonings. 
Laboratory  facilities  here  and  at  the  Depart- 
ment of  Health  and  Environmental  Control 
are  available  to  measure  pesticides  in  people 
and  their  effect  on  the  body. 

An  analysis  of  pesticides  in  the  milk  of  nur- 
sing mothers  is  nearing  completion  nationally, 
the  Charleston  Center  responsible  for  collec- 
tion and  analysis  of  samples  in  10  Southeastern 
states,  and  a study  of  rural  water  supplies  will 
begin  soon. 

Except  for  accidental  acute  poisonings,  no 
adverse  effects  on  human  health  have  been 
demonstrated  to  date. 

The  South  Carolina  Center  also  acts  as  a 
Quality  Control  laboratory  for  all  other  proj- 
ects in  the  nation.  □ 


PHYSICIANS  PLAN 
EARLY  RETIREMENT 
BECAUSE  OF 

HIGH  MALPRACTICE  COSTS 

A trend  among  the  nation’s  physicians  to 
retire  at  a much  earlier  age  could  adversely 
affect  the  delivery  of  health  care  in  this  coun- 
try, the  executive  director  of  the  American 
Retired  Physicians  Association  has  warned. 

Ralph  Creer,  the  director,  said  a continua- 
tion of  the  earlier  retirement  trend  will  mean 
fewer  practicing  physicians  in  the  55  to  70  age 
group  and  a potentially  serious  gap  in  medical 
manpower. 

Creer  based  his  observations  on  a study  of 
the  applications  of  the  first  1,000  doctors  to 
join  the  ARPA,  which  was  founded  late  in 
1975. 

Response  to  the  call  for  membership  in  the 
organization  confirmed  what  many  in  medicine 
have  suspected  for  several  years,  according  to 
Creer,  and  that  is  that  physicians  are  leaving 
medicine  10  to  20  years  earlier  than  in  the  past 
because  medical  practice  has  become  increas- 
ingly burdened  with  non-medical  activities. 

“Paperwork,  red  tape,  government  regula- 
tions and  the  constant  threat  of  malpractice 
litigation  are  the  major  contributing  factors  to 
the  decision  to  retire  early,”  Creer  said. 

Most  often  mentioned  by  doctors  as  the  rea- 
son for  earlier  retirement  is  the  high  cost  of 
malpractice  insurance.  Many  physicians  are 
seeking  means  of  continuing  involvement  in 
some  aspect  of  medicine  and  community  af- 
fairs which  does  not  involve  malpractice  pre- 
miums. □ 


CORRECTION 

Dorris  H.  Carlson,  Professor  of  Orthopaedics 
should  have  been  added  as  co-author  of  the 
article  “Thromboembolic  Disease:  Prophylaxis 
and  Treatment”  by  C.  McCollister  Evarts, 
M.D.  in  last  month's  issue. 


1 14 


The  Journal  of  the  South  Carolina  Medical  Association 


1 


Full  or  Part  Time  Openings 
for 

EMERGENCY  ROOM 
PHYSICIANS 

Available  in  Several  Areas  of 
South  Carolina 


Very  Flexible  Schedule 

No  Paper  Work 

No  Investment 

Salary  in  Excess  of  $50,000 
per  year 


Contact: 


Emergency  Physician  Group 
Taylor  at  Marion 
Columbia  SC  29220 
Tel.  787-1720 


At  Memorial  Hospital  in  Hollywood,  Fla., 
Mr.  Ellet  served  as  Administrative  Resident, 
not  only  responsible  for  the  hospital’s  72-bed 
psychiatric  unit,  but  also  involved  in  studies 
of  management  and  biomedical  systems,  or- 
ganizational composition  and  optimal  staffing 
methodology,  patient  educationa  teaching 
techniques,  problems  associated  with  facil- 
ity design  and  construction,  and  state  and  J. 
C.A.H.  accreditation  surveys. 

A native  of  Wichita,  Kansas,  Mr.  Ellet 
received  a B.A.  in  Psychology  from  the  Uni- 
versity of  Kansas  and  an  A.S.  in  Business 
Administration  from  Florida  Keys  Comm- 
unity College.  He  served  the  U.S.  Navy 
four  years. 

Mr.  Ellet  is  a member  of  the  American  Col- 
lege of  Hospital  Administrators  and  the 
American  Hospital  Association.  He  enjoys 
golf,  tennis,  camping  and  music.  □ 


PLAN  TO  ATTEND 
THE  ANNUAL  MEETING 
OF  SCMA,  MAY  3-5. 

A FIRST  GENERAL 
MEMBERSHIP  MEETING 
WILL  BE  HELD. 
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Testing  in  Humans: 
Who,  Where  & When. 


the  weight  of  ethical  opinion: 

Few  would  disagree  that  the  effective- 
ness and  safety  of  any  therapeutic  agent 
or  device  must  be  determined  through 
clinical  research. 

But  now  the  practice  of  clinical  re- 
search is  under  appraisal  by  Congress,  the 
press  and  the  general  public.  Who  shall 
administer  it?  On  whom  are  the  products 
to  be  tested?  Under  what  circumstances? 
And  how  shall  results  be  evaluated  and 
utilized? 

The  Pharmaceutical  Manufacturers 
Association  represents  firms  that  are  sig- 
nificantly engaged  in  the  discovery  and 
development  of  new  medicines,  medical 
devices  and  diagnostic  products.  Clinical 
research  is  essential  to  their  efforts.  Con- 
sequently, PMA  formulated  positions 
which  it  submitted  on  July  11,  1975,  to 
the  Subcommittee  on  Health  of  the  Sen- 
ate Labor  and  Public  Welfare  Committee, 
as  its  official  policy  recommendations. 
Here  are  the  essentials  of  PMA’s  current 
thinking  in  this  vital  area. 

I.  PMA  supports  the  mandate  and 
mission  of  the  National  Commission  for 
the  Protection  of  Human  Subjects  of 
Biomedical  and  Behavioral  Research  and 
offers  to  establish  a special  committee 
composed  of  experts  of  appropriate 
disciplines  familiar  with  the  industry’s 
research  methodology  to  volunteer  its 
service  to  the  Commission. 

2*  PMA  supports  the  formation  of  an 
independent,  expert,  broadly  based  and 
representative  panel  to  assess  the  current 
state  of  drug  innovation  and  the  impact 
upon  it  of  existing  laws,  regulations  and 
procedures. 

3«When  FDA  proposes  regulations, 
it  should  prepare  and  publish  in  the  Fed- 
eral Register  a detailed  statement  assess- 
ing the  impact  of  those  regulations  on 
drug  and  device  innovation. 

4»PMA  proposes  that  an  appropri- 
ately qualified  medical  organization  be 
encouraged  to  undertake  a comprehen- 
sive study  of  the  optimum  roles  and 
responsibilities  of  the  sponsor  and  physi- 
cian when  company-sponsored  clinical 
research  is  performed  by  independent 
clinical  investigators. 


PMA  recognizes  that  the  physician- 
investigator  has,  and  should  have,  the 
ultimate  responsibility  for  deciding  the 
substance  and  form  of  the  informed  con- 
sent to  be  obtained.  However,  PMA 
recommends  that  the  sponsor  of  the  ex- 
periment aid  the  investigator  in  dis- 
charging this  important  responsibility  by 
providing  ( 1)  a document  detailing  the 
investigator’s  responsibilities  under  FDA 
regulations  with  regard  to  patient  consent, 
and  (2)  a written  description  of  the 
relevant  facts  about  the  investigational 
item  to  be  studied,  in  comprehensible 
lay  language. 

6*In  the  case  of  children,  the  sponsor 
must  require  that  informed  consent  be 
obtained  from  a legally  appropriate  rep- 
resentative of  the  participant.  Voluntary 
consent  of  an  older  child,  who  may  be 
capable  of  understanding,  in  addition  to 
that  of  a parent,  guardian  or  other  legally 
responsible  person,  is  advisable.  Safety  of 
the  drug  or  device  shall  have  been  assessed 
in  adult  populations  prior  to  use  in 
children. 

7*  PMA  endorses  the  general  prin- 
ciple that,  in  the  case  of  the  mentally 
infirm,  consent  should  be  sought  from 
both  an  understanding  subject  and  from 
a parent  or  guardian,  or  in  their  absence, 
another  legally  responsible  person. 

8*  Pharmaceutical  manufacturers 
sponsoring  investigations  in  prisons  must 
take  all  reasonable  care  to  assure  that  the 
facilities  and  personnel  used  in  the  con- 
duct of  the  investigations  are  suitable  for 
the  protection  of  participants,  and  for  the 
avoidance  of  coercion,  with  a respect  for 
basic  humanitarian  principles. 

9*  Sponsors  intending  to  conduct  non- 
therapeutic  clinical  trials  through  the 
participation  of  employee  volunteers 
should  expand  the  membership  and  scope 
of  its  existing  Medical  Research  Commit- 
tee, or  establish  such  an  internal  Medical 
Research  Committee,  with  responsibility 
to  approve  the  consent  forms  of  all 
volunteers,  designs,  protocols  and  the 
scope  of  the  trial.  The  Committee  should 
also  bear  responsibility  to  ensure  full 
compliance  with  all  procedures  intended 
to  protect  employee  volunteers’  rights. 

10  •Where  the  sponsor  obtains  medi- 
cal information  or  data  on  individuals,  it 
shall  be  accorded  the  same  confidential 


status  as  provided  in  codes  of  ethics  gov- 
erning health  care  professionals. 

11.  PMA  and  its  member  firms  accept 
responsibility  to  aid  and  encourage  ap- 
propriate follow-up  of  human  subjects 
who  have  received  investigational  prod- 
ucts that  cause  latent  toxicity  in  animals 
or,  during  their  use  in  clinical  investiga- 
tion, are  found  to  cause  unexpected  and 
serious  adverse  effects. 

12  • PMA  supports  the  exploration 
and  development  by  its  member  compa- 
nies of  more  systematic  surveillance  pro- 
cedures for  newly  marketed  products. 

13  •When  a pharmaceutical  manu- 
facturer concludes,  on  the  basis  of  early 
clinical  trials  of  a basic  new  agent,  that  a 
new  drug  application  is  likely  to  be  sub- 
mitted, a proposed  development  plan 
accompanied  by  a summary  of  existing 
data,  would  be  submitted  to  the  FDA. 
Following  a review  of  this  submission, 
the  FDA,  and  its  Advisory  Committee 
where  appropriate,  would  meet  with  the 
sponsor  to  discuss  the  development  plan. 
No  formal  FDA  approval  should  be  re- 
quired at  this  stage.  Rather,  the  emphasis 
should  be  on  identification  of  potential 
problems  and  questions  for  the  sponsor’s 
further  study  and  resolution  as  the  pro- 
gram develops. 

The  PMA  believes  that  health  profes- 
sionals as  well  as  the  public  at  large 
should  be  made  aware  of  these  13  points 
in  its  Policy  on  Clinical  Research.  For 
these  recommendations  envisage  con- 
structive, cooperative  action  by  industry, 
research  institutions,  the  health  profes- 
sions and  government  to  encourage  crea- 
tive and  workable  responses  to  issues 
involved  in  the  clinical  investigation  of 
new  products. 

Pharmaceutical  Manufacturers 
Association 
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ISSUES  ON  CHILD  ABUSE  AND  NEGLECT 
IN  SOUTH  CAROLINA 


STUART  LEVI,  M.D.* 
SARA  SCHUH,  M.D.** 


Since  the  early  1960's  when  Dr.  Henry 
Kempe  described  the  battered  child  syn- 
drome, national  anxiety  has  progressed  to 
the  point  that  each  state  has  enacted  leg- 
islation for  the  protection  of  children.  Avail- 
able estimates  indicate  that  200,000  to 
2,500,000  children  may  be  in  need  of  child 
protective  services  each  year.1-  3 Of  this  num- 
ber, 10,000  to  30,000  are  cases  of  severe  phy- 
sical abpse.  Estimates  on  mortality  and  mor- 
bidity from  physical  abuse  range  from  1-15% 
and  30-50%  respectively.3- 5 Recently  the 
Children’s  Division  of  the  American  Humane 
Association  (AHA)  and  the  Office  of  Child 
Development  (OCD)  of  the  Department  of 
Health,  Education,  and  Welfare  have  rec- 
ommended seven  specific  areas  for  inclusion 
under  the  child  abuse  and  neglect  laws. 
Table  1 lists  the  seven  specific  areas  recom- 
mended by  these  agencies. 

Because  of  increased  awareness  and  under 
the  impetence  of  the  above  mentioned  fed- 
eral recommendations,  many  states  have  re- 
vised their  laws  pertaining  to  child  abuse  and 
neglect.  As  concepts  and  ideas  have  con- 
tinued to  change,  revised  legislation  has  en- 
dangered debate  between  parental  rights 
groups  and  child  advocacy  groups.  Such  is 
the  case  with  the  child  abuse  laws  of  South 
Carolina  in  which  professional  and  lay  opin- 
ion is  sharply  divided  on  the  legislative  issues. 

* Assistant  Professor.  Department  of  Pediatrics,  MU  SC, 
Charleston,  S.  C. 

**Assistant  Professor,  Department  of  Pedi&trics,  MUSC, 
Charleston,  S.  C. 


Some  personnel  working  in  the  area  of 
child  abuse  feel  that  the  present  laws  of 
South  Carolina  are  not  extensive  enough  for 
the  protection  of  children.  The  present  law 
of  South  Carolina  provides  mandated  re- 
porting only  for  physical  abuse  and  physical 
neglect.  Thus  the  law  does  not  require  man- 
dated reporting  for  other  areas  specifically 
recommended  by  the  AHA  and  OCD. 
Whereas  many  professionals  and  lay  indivi- 
duals support  updating  the  present  law, 
there  are  a number  of  individuals  who  be- 
lieve the  present  law  to  be  adequate.  These 
individuals  believe  that  the  inclusion  of 
mental,  educational,  and  medical  neglect 
would  lead  to  a system  which  is  unwork- 
able and  which  would  interfere  with  the 
parents’  ability  to  discipline  their  child- 
ren. 

In  South  Carolina,  the  incidence  of  re- 
ported child  abuse  has  increased  several  fold 
over  that  of  the  previous  years.  From  1968 
to  1972,  144  cases  were  reported  to  the  state 
office  of  the  Department  of  Social  Services. 
In  fiscal  year  1974  to  1975,  more  than  4,700 
cases  were  reported  (Table  II).  In  a recent 
issue  of  the  Journal,  a copy  of  the  present 
legislation  (S198)  was  presented  along  with 
various  other  aspects  pertaining  to  child 
abuse  and  neglect  in  this  state.6  Because 
there  are  conflicting  opinions  concerning 
the  present  law  and  proposed  revisions,  it 
is  the  purpose  of  this  article  to  discuss  various 
issues  which  have  surfaced  in  South  Carolina. 
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Among  conflicts  generated  by  proposed 
child  abuse  legislation  is  that  between 
parental  rights  groups  and  child  advocacy 
groups.  In  this  country,  the  right  to  discipline 
a child  has  traditionally  been  jealously 
guarded  by  every  parent  as  a necessity  to 
promote  the  general  well  being  of  the  child. 
However,  child  advocacy  groups  believe  that 
serious  physical  battering  may  be  occurring 
in  the  enforcement  of  such  discipline.  Avail- 
able evidence  indicates  a significant  in- 
cidence of  temporary  or  permanent  injury, 
either  emotional  or  physical,  as  a result  of 
this.  In  these  cases,  child  advocacy  groups 
and  parental  rights  groups  appear  to  be  in 
direct  conflict. 

Those  who  insist  on  maintaining  the  ab- 
solute right  of  parents  to  discipline  their 
children  without  interference  may  hold  one 
or  more  of  the  following  views: 

(1)  Various  religious  documents  mandate 
a parent’s  right  to  physically  punish 
children  to  maintain  discipline,  even 
though  injury  may  result. 

(2)  The  child  as  an  individual  has  no 
rights  which  are  not  secondary  to  the 
rights  of  parents. 

(3)  Revised  legislation  may  interfere  with 
the  parents’  religious  freedom. 

(4)  Temporary  or  permanent  physical  or 
mental  disability  is  an  evil  which  may 
be  necessary  to  protect  parental  free- 
doms. 

Individuals  who  hold  these  views  may  not 
perceive  their  own  form  of  discipline  as 
severe  or  detrimental  enough  to  constitute 
child  abuse.  Few  will  have  been  exposed  to 
children  who  have  been  scalded  for  wetting 
their  pants  or  whose  hands  have  been  burnt 
for  touching  a forbidden  object.  Occasionally, 
these  injuries  occur  in  the  enforcement  of 
discipline  by  parents  who  are  suffering 
from  alcoholism,  drug  addiction,  or  a psy- 
chosis. 

In  contrast,  child  advocacy  groups,  within 
whose  ranks  are  professionals  whose  daily 
contacts  include  battered  children,  have  too 
often  seen  the  sequelae  of  such  abuse.  De- 
liberate burns,  fractures,  and  contusions 
have  created  indelible  impressions  upon  these 
professionals.  Unable  to  accept  the  need  for 
such  extremes  of  management  and  educated 
to  the  needs  of  parents  and  children,  they 


tend  to  hold  one  or  more  of  the  following 
views: 

(1)  The  child  as  an  individual  is  entitled 
to  the  protective  guarantees  of  the 
constitution  and  the  law. 

(2)  The  rights  of  the  child  as  an  individual 
to  develop  in  a healthy  environment 
supercedes  the  right  of  the  parent  to 
“excessive”  disciplinary  measures. 

(3)  Society  has  a valid  interest  in  pro- 
tecting its  children.  This  is  based  on 
the  need  for  a healthy  adult  population 
and  the  ultimate  cost  to  society  of 
caring  for  a physically  or  mentally 
disabled  individual. 

(4)  The  laws  in  question  are  necessary 
as  a means  of  identifying  children  at 
risk. 

(5)  Legislation  and  legal  mechanisms 
are  necessary  to  provide  protection 
to  the  child  and  to  provide  immunity 
for  professionals. 

To  produce  a healthy  and  happy  indivi- 
dual who  is  productive  in  this  society  should 
be  a common  ground  shared  by  both  parental 
rights  and  child  advocacy  groups.  Unfortu- 
nately, controversy  exists  in  determing  the 
method  by  which  this  goal  is  best  reached. 
In  debate,  parental  rights  groups  have 
raised  the  following  questions: 

(1)  How  can  one  define  each  area  so  that 
definitions  are  workable  in  a society 
composed  of  different  religious,  ethnic, 
and  social  groups? 

(2)  How  should  the  law  handle  those 
individuals  who  violate  the  intent  of 
the  immunity  clause  and  report  others 
out  of  spitefulness  or  vindictiveness? 

(3)  Should  a mandate  exist  to  report  all 
recommended  areas  under  child  abuse 
or  should  it  be  limited  to  those  areas 
which  result  in  the  greatest  morbid- 
ity? 

Problem  Of  Definition 

Since  the  promulgation  of  child  abuse  and 
neglect  laws,  the  problem  of  specifically 
defining  each  area  has  been  a major  con- 
troversy. It  is  obvious  that  all  cases  of  phy- 
sical injury  are  not  clearly  definable.  For 
example,  when  does  over  zealous  punishment 
on  the  part  of  the  parent  become  child  bat- 
tering? When  do  unexpected  actions  of  child- 
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ren,  such  as  darting  into  the  street,  become 

lack  of  supervision?  At  what  point  does  a 

lack  of  food,  clothing,  or  shelter  become 

physical  neglect?  At  what  point  does  a 
lack  of  emotional  and  tactile  stimulation 

become  mental  or  emotional  neglect? 

The  distinction  between  acceptable  be- 
havior and  child  abuse  in  these  examples  de- 
pends on  many  factors.  Social  values  and 
community  standards  play  a major  role  in 
defining  “abuse”  and  “neglect”.  Such  values 
and  standards  vary  among  different  locales, 
and  what  is  acceptable  behavior  to  one  may 
be  unacceptable  to  another.  Additionally, 
the  manner  in  which  an  individual  is  raised 
(learned  behvaior)  is  certain  to  have  a pro- 
found influence  on  his  concepts  and  ideas  of 
child  rearing.  In  one  study  of  abused  child- 
ren, 60%  of  the  parents  were  raised  in  an  abu- 
sive environment.  >- 7 

The  language  employed  by  many  states 
to  define  the  nature  of  child  abuse  and 
neglect  varies  from  a very  non-specific  na- 
ture to  highly  specific  and  overly  technical 
language.  Typical  of  the  many  broad  def- 
initions on  physical  abuse  are  the  phrases, 
“serious  physical  injury  or  injuries  inflicted 
upon  a child  other  than  by  accidental 
means”,  or  “injuries  resulting  from  abuse  and 
neglect  caused  by  other  than  accidental 
means”.  The  difficulty  with  this  type  of  non- 
specific language  is  that  the  definition  for 
child  abuse  is  left  to  the  interpretation  of  the 
reporting  individual. 

Since  physical  abuse  is  not  defined  in 
South  Carolina,  it  is  often  difficult  to  decide 
when  there  is  “reasonable  cause  to  sus- 
pect” abuse  and  thereby  initiate  a mandated 
report  to  the  authorities.  Rarely  are  various 
injuries  pathognomonic  of  physical  batter- 
ing. In  each  case,  grounds  for  suspicion  of 
abuse  and  neglect  are  based  on: 

(1)  Correlation  between  the  alleged 
history  and  the  physical  findings  on 
examination. 

(2)  X-ray  findings. 

(3)  Attitude  and  behavior  of  the  parents. 

(4)  Personality  make-up  of  the  parents. 

Thus,  the  grounds  for  suspicion  are  quite 
variable  in  nature  and  the  strength  of  the 
suspicion  will  depend  upon  the  diligence  of 
the  investigators. 


TABLE  I 

PHYSICAL  NEGLECT  - Failure  to  meet  the 
physical  wants  and  needs  of  the  child  in  re- 
lation to  food,  shelter,  clothing,  personal 
hygiene,  or  need  for  supervision.  Also  to  in- 
clude malnutrition. 

EDUCATIONAL  NEGLECT-  Failure  to  make 
available  to  a child  necessary  education  that 
is  required  by  law. 

MEDICAL  NEGLECT  - Failure  to  provide  for 
a child  necessary  diagnosis  and/or  treat- 
ment of  a medical  condition  whether  phy- 
sical or  psychological. 

EMOTIONAL  NEGLECT  - Failure  to  pro- 
vide for  the  child  the  emtional  nurturing 
or,  emotional  support  necessary  for  the  de- 
velopment of  a sound  personality  as,  for 
example,  subjecting  the  child  to  rejection  or 
a home  climate  charged  with  tension,  hos- 
tility and  anxiety  producing  occurrences, 
which  result  in  perceivable  behavior  pro- 
blems in  the  child. 

PHYSICAL  ABUSE  - Any  injury  to  the  child 
which  is  not  accidental,  to  include  beatings, 
welts,  lacerations,  burns,  broken  bones, 
hematomas,  sprains,  etc. 

SEXUAL  ABUSE  - Subjecting  a child  to 
sexual  exploitation  or  activity.  The  abuse  may 
be  a as  mild  as  fondling  or  manipulation  of 
the  child  to  full  sexual  penetration  or  any 
sexual  act. 

A BAN  DON  M ENT  - In  the  sense  of  child 
abandonment,  the  term  relates  to  the  factual 
situation  of  a parent  leaving  a child  unat- 
tended or  leaving  a child  in  someone  else’s 
care,  with  no  intent  to  return  to  assume  care 
and  responsibility  for  the  child. 


The  concepts  of  mental  abuse  or  emotional 
neglect  are  even  more  difficult  to  define 
than  physical  battering.  This  area  is  often 
defined  in  terms  of  behavioral  manifestations 
which  are  expressed  by  deviant  behavior. 
While  deviance  on  the  part  of  the  child  does 
not  necessarily  indicate  mental  abuse,  it 
does  serve  as  a signal  that  something  in  the 
child’s  environment  is  causing  an  unhealthy 
response.  Evidence  of  emotional  abuse  would 
include  excessive  passivity,  stoicism,  fear- 
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fulness,  or  absence  of  detachment  anxiety 
when  separated  from  one’s  parents.  Figure  1 
demonstrates  as  element  of  mental  abuse. 
Excessive  fearfulness  manifested  by  “frozen 
watchfulness”  and  “catatonic  posturing” 
occurs  when  the  child  is  afraid  to  move  for 
fear  of  provoking  aggressive  behavior  on  the 
part  of  the  parent  or  parent  surrogate. 

The  phrase  “mental  abuse”  has  been 
vehemently  attacked  on  the  basis  that  it  is 
not  workable  and  would  also  be  hard  to  en- 
force. Recently  the  Office  of  Child  Develop- 
ment has  made  an  effort  to  better  define 
child  abuse. 

“Mental  injury  includes  a state  of  sub- 
stantially diminished  psychological  or  in- 
tellectual functioning  in  relation  to,  but 
not  limited  to,  such  factors  as:  failure  to 
thrive:  ability  to  think  and  reason;  control  of 
aggressive  or  self-destructive  impulses; 
acting-out  or  misbehavior,  including  incor- 
rigibility, ungovernability,  or  habitual  tru- 
ancy; provided,  however,  that  such  injury 
must  be  clearly  attributable  to  the  unwil- 
lingness or  inability  of  the  parent  or  other 
person  responsible  for  the  child’s  welfare  to 
exercise  a minimum  degree  of  care  toward 
the  child.  ” 

Whether  OCD’s  effort  to  pin  down  the  def- 
inition of  mental  injury  will  satisfy  the  crit- 
icisms of  parents  and  child  advocacy  groups 
or  will  simply  add  to  the  confusion,  only  time 
will  tell. 

Immunity  Clause 

All  state  child  abuse  reporting  laws  in- 
clude a phrase  which  grants  immunity  from 
civil  or  criminal  suit  to  physicians  and  others 
who  make  such  reports  to  good  faith.  Indeed, 
there  may  be  criminal  or  civil  liability  for  fail- 
ure to  report.  There  has  been  one  malprac- 
tice case  settled  against  a physician  on  be- 
half of  a child  who  suffered  permanent  brain 
damage  allegedly  from  repetition  of  pre- 
viously recognized  but  unreported  abuse. 
The  physician  was  judged  negligent  on  the 
basis  that  permanent  brain  damage  from 
repeated  battering  could  have  been  prevented 
by  immediate  reporting  to  the  appropriate 
investigating  agency. 

Because  of  the  fear  of  a civil  suit,  the  main 
argument  for  an  immunity  clause  is  that  it 
gives  physicians  and  others  immunity  from 
civil  action  when  such  reporting  is  in  good 


faith.  The  assumption  is  that  individuals  are 
more  likely  to  report  if  not  in  fear  of  a civil 
suit. 

Mandate  To  Report 

Arguments  which  support  the  necessity  for 
a mandate  include: 

(1)  Identification  of  the  vast  number  of 
abused  children  which  are  hidden. 

(2)  Prevention  of  further  abuse  with  its 
subsequent  morbidity  and  mortality. 

(3)  Provision  of  aid  to  the  parents. 

(4)  Release  of  physicians  from  legal  and 
ethical  restrictions  against  revealing 
confidential  information  which  nor- 
mally exists  in  privileged  patient/phy- 
sician relationships. 

Arguments  against  this  mandate  include: 

(1)  Possible  breakdown  in  communication 
and  confidentiality  between  the  parent 
and  the  physician. 

(2)  Punitive  attitudes  toward  the  parents 
which  often  prevail  when  reporting  to 
a police  agency. 

Discussion 

Tackling  the  problem  of  more  workable 
definitions  will  certainly  be  a major  priority. 
The  definitions  of  child  abuse  should  be 
specific  enough  so  that  lay  persons  are  not 
required  to  make  a judgment  as  to  whether  or 
not  the  suspected  condition  fits  a technical 
medical  term.  The  burden  of  making  such 
technical  and  legal  decisions  is  best  left  to 
the  investigating  agency.  Broad  and  non-spe- 
cific definitions  must  be  avoided  if  conflicts 
and  excessive  leverage  from  interpretation 
are  to  be  curtailed.  Definitions  should  be 


TABLE  II 

NUMBER  OF  REPORTS 
RECEIVED  BY  CLASSIFICATION 


Physical  Neglect 3,187 

Emotional  Neglect 639 

Educational  Neglect 502 

Medical  Neglect 380 

Abandonment 196 

Physical  Abuse 789 

Sexual  Abuse 1 10 

Both  Neglect  and  Abuse 287 
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acceptable  to  members  of  various  religious, 
social,  and  economic  groups.  It  may  be  nec- 
essary to  include  representatives  of  these 
groups  in  the  process  of  defining  each  area  of 
abuse. 

Spiteful  or  vindictive  reporting  could  po- 
tentially overburden  the  present  system  and 
encourage  harrassment  of  innocent  individu- 
als. To  prevent  blanket  immunity  for  those 
individuals  who  report  others  out  of  spite,  it 
may  be  wise  to  include  within  the  law  statutes 
which  mandate  penalties  for  such  reporting. 
Since  most  child  abuse  laws  permit  reports 
by  anonymous  individuals,  as  does  South 
Carolina,  this  problem  will  continue  to  oc- 
cur. Hopefully,  the  threat  of  a penalty  for  such 
reporting  will  discourage  this  type  of  be- 
havior. To  prevent  overburdening  the  inves- 
tigating agency,  it  may  be  necessary  to  limit 
reporting  to  the  extremes  of  each  area  or  to 
those  areas  which  produce  the  greatest  mor- 
tality and  morbidity  as  it  is  presently  under- 
stood. This  may  require  elimination  of  man- 
dated reporting  for  some  categories  such  as 
medical,  educational,  or  emotional  neglect. 
This  will  assure  that  effective  protection 
is  delivered  to  children  suffering  from  phy- 
sical abuse,  which  produces  the  greatest 
mortality  and  morbidity. 

Urgently  needed  are  funds  for  psycho- 
social support  to  the  families  involved  in 
abuse.  While  we  have  mandated  laws  for 
reporting  child  abuse,  insufficient  funds  are 
available  to  provide  required  ancillary  ser- 
vices for  families.  Since  the  ultimate  aim  is 
to  rehabilitate  the  families,  funds  for  pro- 
viding services  to  the  child  and  parent  will  be 
required  before  optimal  rehabilitation  can 
be  accomplished. 

Under  present  circumstances,  it  seems  ap- 
propriate to  proceed  with  mandated  re- 
porting for  physical  abuse  and  sexual  abuse. 
Although  parental  rights  groups  may  feel 
that  this  is  an  infringement  upon  their 
freedom,  it  is  the  intent  of  the  legislation  to 
protect  children  from  severe  and  repeated 
injury  and  to  upgrade  the  health  care  of 
children.  The  shortcomings  noted  above 
should  not  delay  implementation  of  needed 
legislation  but  should  serve  as  a goal  to 
members  of  the  community  and  legislature 
in  planning  the  future  needs  of  children  in 
South  Carolina.  a 
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FIGURE  I 

This  child  demonstrates  two  elements  of  mental  abuse, 
“catetonic  posturing”  and  “frozen  watchfulness.” 
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EXCISIONAL  ARTHROPLASTY  OF  THE  ELBOW 
FOLLOWING  TRAUMA 

A REPORT  OF  FOUR  CASES 


JOHN  L.  EADY,  M.D.* 


Although  excisional  arthroplasty  of  the  el- 
bow has  been  repeatedly  described  in  the 
world’s  literature  for  over  one  hundred  years, 
it  has  gained  little  acceptance  as  a useful  pro- 
cedure in  the  United  States.  However,  there 
are  limited  but  specific  indications  for  this  pro- 
cedure, one  of  which  is  extensive  trauma.1 
With  increased  use  of  the  motorcycle  and  small 
car,  such  trauma  is  expected  to  become  more 
prevalent.  This  paper  shall  present  four  cases 
of  severe  elbow  injury  in  which  it  was  felt  that 
excisional  arthroplasty  was  the  procedure  of 
choice  and  that  it  has  provided  the  most  ac- 
ceptable long  term  results,  based  on  the  cri- 
teria of  selection  and  evaluation  to  be  de- 
scribed. 

Using  a comprehensive  review  of  the  litera- 
ture, carefully  chosen  selection  criteria,  presen- 
tation of  clinical  material  with  long  term 
follow-up,  and  a standard  of  postoperative 
evaluation,  excisional  arthroplasty  shall  be 
presented  as  an  acceptable  salvage  procedure. 

The  traditionally  accepted  criteria  for  arthro- 
plasty of  the  elbow  are:  (1)  restoration  of  mo- 
tion, (2)  preservation  of  stability,  and  (3)  relief 
of  pain.2  Unfortunately,  there  is  no  procedure 
that  completely  satisfies  all  three  simultane- 
ously. There  are  many  descriptions  of  “ana- 
tomical” arthroplasty,  most  of  which  differ  in 
choice  of  interposed  material  and  type  of  in- 
cision.3’ 4-  5 The  proponents  of  such  a proce- 
dure strongly  recommend  maintenance  of 

*From  the  Department  of  Orthopedic  Surgery,  MUSC 
and  the  Orthopedic  Section,  Surgical  Service,  Veterans 
Administration  Hospital,  Charleston,  S.  C. 
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stability  at  the  expense  of  motion  and  pain, 
and  in  support  of  this  some  even  suggest  ar- 
throdesis instead  of  excision  of  this  joint.5  The 
advocates  of  excisional  arthroplasty,  however, 
generally  prefer  restoration  of  function  in  the 
presence  of  some  loss  of  stability  of  the  elbow.6 

Ollier  ascribed  the  institution  of  extraperios- 
teal  excision  of  the  elbow  as  having  been  in- 
dependently conceived  by  Moreau  of  France 
in  1794  and  Park  of  Liverpool  in  1783. 7 As  with 
many  other  medical  milestones,  it  had  been 
reported  as  early  as  1839  by  Bier,  but  Ollier 
identified  the  problem  of  loss  of  articulation 
and  resultant  instability.  He  suggested  subcap- 
sular,  subperiosteal  excision  of  the  joint  for 
compound  comminuted  fractures,  old  unre- 
solved fracture-dislocations,  tuberculosis, 
and  osteomyelitis  of  this  joint.8  Severe  rheuma- 
toid destruction  was  added  later  by  others  and, 
save  osteomyelitis,  these  criteria  may  still  be 
valid. 

Swan,9’  10Sheppard,n  and  Moore12  wrote  of 
the  use  of  this  procedure  in  war  wounds  dur- 
ing the  First  World  War  and  reported  excel- 
lent results.  Depending  on  existing  condi- 
tions, Swan  preferred  to  resect  the  humerus 
“just  above  the  epicondylar  line  and  the  ulna 
and  radius  at  the  level  of  the  neck  of  the  lat- 
ter, leaving  an  interval  of  two  inches  between 
the  sawn  surfaces  when  the  limb  is  fully  ex- 
tended.” All  three  of  these  authors  felt  that  the 
final  functional  result  depended  upon  the 
amount  of  bone  removed,  with  Swan  empha- 
sizing that  the  incidence  of  flail  joint  increased 
with  removal  of  increased  amounts  of  the  hu- 
merus. 
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Campbell,5  in  1922,  felt  that  excision  of  the 
elbow  should  not  be  considered  for  any  reason 
but  supported  reproduction  of  function  by  “an- 
atomical” arthroplasty  with  interposition  of 
“tissue.”  He  also  stated,  during  a symposium 
in  1924,  that  unstable  joints  were  the  result  of 
the  arthroplasty  and  not  excision  of  bone.13 

Support  for  excision  of  the  elbow  reappeared 
in  1936  when  Busby6  reported  “quite  satisfac- 
tory” results  to  the  patients  and  himself  in  13 
out  of  14  cases  of  various  etiologies.  He  took 
issue  with  Campbell’s  feeling  that  “an  ankyl- 
osed  joint  is  the  most  useful  position  was  far 
more  serviceable,  unless  a durable  stable  joint 
which  could  withstand  average  daily  use  was 
restored.”  His  feeling  was  that  a properly  ex- 
cised elbow  was  of  better  use  to  a patient  than 
a stiff  one,  no  matter  what  the  position. 

In  1944,  Haas14  suggested  an  operation  that 
created  a new  joint  in  which  contact  between 
the  bone  ends  was  reduced  as  far  as  possible 
by  transversely  wedging  ulna  and  humerus 
and  preserving  the  lateral  ligamentous  attach- 
ments of  the  joint.  Nicholson,15  in  1946,  re- 
ported very  good  results  from  excision  of  frag- 
ments of  the  elbow  secondary  to  war  wounds 
and  stated  that  functional  results  were  depen- 
dent upon  the  amount  of  bone  resected. 

Kirkaldy-Willis,16  in  1948,  carefully  de- 
scribed results  of  excision  of  the  elbow  joint 
for  tuberculosis,  comminuted  fractures  and  old 
unreduced  fracture-dislocations.  He  found 
good  lateral  stability  and  range  of  motion  at  3 
to  6 months  in  all  cases  except  those  resulting 
from  tuberculosis.  This  was  a “re-discovery” 
of  Ollier’s  proposals.  His  criteria  for  success 
limited  excision  of  the  humerus  to  not  more 
than  1.5  inches  above  the  articular  surfaces, 
maintenance  of  attachment  of  the  biceps  to 
the  radius  and  at  least  one-third  of  the  insertion 
of  the  brachialis.  Section  of  the  radius  and  ulna 
were  “at  a level  of  the  junction  of  the  head  and 
neck  of  the  radius,  just  distal  to  the  coronoid 
process,”  saving  the  orbicular  ligament.  Pas- 
sive motion  was  begun  at  4 days,  and  at  3 
weeks,  the  patient  was  begun  on  active  motion 
in  a sling.  He  felt  that  no  greater  than  a total 
of  5 weeks  must  elapse  before  having  active 
motion  if  lateral  instability  was  to  be  pre- 
vented. 

Mac  Ausland,4  in  this  country,  in  1947,  felt 
stability  was  most  important  and  reconfirmed 
the  principles  of  “anatomical  arthroplasty 
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with  tissue  interposition.”  Knight  and  Van 
Zandt,3  in  1952,  felt  that  contraindications  to 
excision  were  (1)  if  strength  and  stability  were 
more  important  than  motion,  (2)  tuberculosis, 
(3)  osteomyelitis,  (4)  extra-articular  ankylosis 
or  (5)  if  marked  arm  muscle  weakness  existed. 
They  also  felt  resection  above  the  epicondyles 
of  the  humerus  resulted  in  instability  and 
weakness,  in  every  case. 

In  1965,  Unander-Scharin  and  Karlholm17 
“rediscovered”  the  Haas  procedure  in  a report 
in  the  Scandinavian  literature.  In  1969,  Dee7 
suggested  that  the  ligaments  could  have  no 
functional  importance  in  stability  of  the  ex- 
cised elbow  but  that  interosseus  fibrosis  must 
be  established  during  the  healing  phase  of  such 
a procedure.  This  was  accomplished  by  keep- 
ing the  bone  ends  apart  until  fibrous  tissue 
matured.  In  1970,  Pollock  and  Parks8  com- 
bined the  methods  of  Busby  and  Haas  for  tech- 
nique and  shaping  of  the  humerus  and  re- 
ported good  results. 

Selection  Criteria 

A.  Patient  selection  was  based  on  the  follow- 
ing criteria: 

1.  Comminution  of  the  distal  humerus,  in- 
volving either  loss  of  greater  than  1.5  inches 
of  substance,  if  compound,  or  not  amenable  to 
internal  fixation,  if  closed.  Associated  fractures 
of  the  radius  and/or  ulna,  when  present,  were 
considered  secondary  indications  only  if  com- 
minution of  the  humerus  was  present  as  de- 
scribed above. 

2.  Compound  wounds  of  the  above  joint  in- 
juries. 

3.  Associated  nerve  injuries  either  with  sub- 
stance loss  in  which  bony  shortening  would 
have  been  a reasonable  alternative  in  order  to 
allow  reanastamosis,  or  in  which  transfer  was 
indicated. 

4.  Age  and  occupation  of  the  patient,  mus- 
cular strength,  and  systemic  disease  were  con- 
sidered as  secondary  indications. 

Using  the  above  criteria  over  a ten  year  peri- 
od and  greater  than  four  thousand  operative 
cases,  four  patients  were  selected  for  this 
procedure.  One  was  the  result  of  an  auto  ac- 
cident, two  resulted  from  injuries  at  home,  and 
one  was  job-related. 

Operative  Management 

All  four  cases  presented  were  severely  com- 
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minuted,  three  out  of  four  were  compound, 
and  two  of  the  four  had  an  associated  ulnar 
nerve  injury  with  one  requiring  reanastamosis. 
Insofar  as  wounds  allowed,  all  had  excisional 
arthroplasties  after  the  method  of  Busby,6  in 
addition  to  adequate  debridement  and  wound 
irrigation  with  antibiotic  solution.  One  had 
excision  of  the  radial  head  while  the  other 
three  did  not.  Three  had  excision  of  the  ole- 
cranon. The  triceps  tendon  was  reattached  or 
preserved  in  all  and  the  biceps  insertion  was 
preserved  in  all.  No  attempt  was  made  to  re- 
store joint  capsule  or  ligaments.  All  were 
placed  on  appropriate  antibiotics  for  two 
weeks,  at  which  time  active  and  passive  phys- 
ical therapy  was  begun  with  the  arm  in  a sling. 

Postoperative  Management 

This  consisted  of  a full  length  posterior  splint 
for  two  weeks.  After  this,  active  and  passive 
physical  therapy  was  begun  consisting  of 
flexion  in  a sling  until  six  weeks,  then  by  ex- 
tension and  flexion  out  of  the  sling.  Clinical 
examination  consisted  of  recordings  of  active 
and  passive  lateral  instability  and  range  of 
motion,  wound  inspection,  and  x-rays  at  two, 
six,  and  twelve  weeks  and  at  six,  twelve, 
eighteen,  and  twenty-four  months.  All  patients 
have  been  followed  for  a minimum  of  twenty- 
four  months,  the  longest  being  nine  years. 

CLINICAL  MATERIAL 

E.M.T.:  Auto  Accident,  1968 

This  is  a 25  year  old  male  who  sustained  his 
injury  in  1968  subsequent  to  a “sideswipe” 
accident  while  he  had  his  elbow  out  of  the  win- 
dow. The  injury  resulted  in  a closed  but  com- 
minuted fracture  of  the  distal  third  of  the 
humerus  and  a fracture  of  the  proximal  olecra- 
non to  the  level  of  the  coronoid  with  displaced 
fragments.  An  associated  ulna  nerve  paralysis 
was  present.  The  radius  was  not  involved.  The 
humeral  condyles  and  the  olecranon  were  ex- 
cised. A large  (4.0  cm)  portion  of  the  shaft  of 
the  distal  humerus  was  reattached  with  a 
screw.  The  radial  head  was  left  intact.  The 
ulnar  nerve  was  explored  and  found  to  be  in- 
tact but  severely  contused.  The  triceps  tendon 
was  reattached  more  distally  on  the  ulna.  Fas- 
cia, subcutaneous  tissue,  and  skin  were  closed 
in  layers.  A posterior  splint  was  applied  for 
two  weeks.  It  was  then  removed,  and  active 


and  passive  range  of  motion  exercises  were 
begun  and  continued  for  six  weeks.  Follow-up 
was  as  described.  He  now  has  a painless  elbow 
and  functional  instability  persists  greater  than 
20  degrees.  His  flexion  is  from  0 to  90  degrees 
actively,  and  the  arm  can  be  fully  flexed  pas- 
sively. Ulnar  nerve  function  is  intact.  Muscle 
strength  is  adequate  to  lift  objects  up  to  fifteen 
pounds. 

R.B.:  Accident  at  Home,  1967 

This  is  a 63  year  old  female  who  fell  on  her 
stairs  at  home  in  1967  and  suffered  a com- 
pound comminuted  fracture  of  her  right  elbow 
and  a fracture  of  the  glenoid  on  the  same  side. 
Upon  admission,  the  wound  was  debrided  and 
closed.  Forty-eight  hours  later,  through  a pos- 
terior excision,  marked  displacement  and 
comminution  of  the  humeral  condyles,  along 
with  fracture  of  a small  fragment  of  the  ole- 
cranon and  radial  head,  were  found.  The  hu- 
meral fragments  were  excised  and  the  distal 
end  of  the  humerus  cut  off  evenly  at  the  super- 
ior margin  of  the  olecranon  fossa.  The  radial 
head  and  olecranon  fragments  were  removed. 
A posterior  splint  was  applied.  The  patient  was 
begun  on  physical  therapy  of  the  elbow  at 
two  weeks,  consisting  of  elbow  and  shoulder 
motion,  and  continued  for  six  weeks.  Her  lat- 
eral instability  has  gradually  decreased  until 
at  present  she  has  no  functional  lateral  insta- 
bility. Her  range  of  active  motion  is  from  0 to 
120  degrees  flexion,  20  degrees  pronation  and 
supination,  and  she  has  no  pain.  She  is  able  to 
lift  without  difficulty  any  object  she  chooses 
up  to  20  pounds.  The  arm  is  two  inches  shorter, 
but  she  denies  any  limitation  of  ability  to  use 
her  arm  and  is  quite  happy  with  her  results. 

O.C.:  Accident  at  Home,  1972 

This  is  a 73  year  old  female  who  fell  down  a 
flight  of  steps  in  January  1972  sustaining  a 
severely  comminuted  fracture  of  the  left  elbow 
which  was  not  compound.  At  operation  the 
condyles  and  epicondyles  were  found  to  be  in 
multiple  fragments  for  two  inches  up  the  shaft. 
All  fragments  were  removed.  The  proximal 
humerus  was  smoothed  off,  and  the  joint  cap- 
sule was  closed.  The  triceps  tendon,  which  had 
been  incised  in  the  direction  of  its  fibers,  was 
reapproximated,  and  the  skin  was  closed.  A 
posterior  splint  was  applied.  The  patient  was 
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begun  on  physical  therapy  two  weeks  post- 
operatively  with  active  and  passive  range  of 
motion.  Arm  shortening  is  two  inches,  and  she 
still  has  functional  lateral  instability  of  10  to 
1 5 degrees.  Her  flexion  is  from  0 to  120  degrees. 
She  can  do  household  work,  including  lifting 
up  to  10  pounds,  has  no  pain  and  is  satisfied 
with  her  results. 

M.M.:  Industrial  Accident,  1964 

This  is  a 27  year  old  male  who  caught  his 
arm  in  the  packing  blade  of  a garbage  disposal 
unit  in  1964  sustaining  a compound  commi- 
nuted fracture  of  the  left  elbow  with  division 
of  the  ulnar  nerve.  The  condyles  of  the  humer- 
us were  comminuted  and  compound,  lying  out- 
side the  wound.  The  humerus  remaining  in  the 
wound  was  split  for  a distance  of  three  inches 
up  the  shaft.  The  olecranon  was  completely 
separated  from  the  ulna,  attached  to  the  tri- 
ceps and  lying  out  of  the  wound.  The  distal 
ulna  was  split  for  a distance  of  two  inches  be- 
yond the  coronoid.  Removal  of  the  humeral 
and  olecranon  fragments  was  accomplished, 
but  the  radial  head  was  not  removed.  The  ul- 
nar nerve  was  reapproximated  after  excising 
approximately  one  inch  of  crushed  tissue.  The 
triceps  was  reattached  and  a posterior  splint 
applied.  The  patient  was  begun  on  physical 
therapy  at  two  weeks  consisting  of  passive  and 
active  motion.  Follow-up  was  as  described. 
He  now  has  an  arm  that  is  five  inches  short 
but  has  no  functional  lateral  instability.  His 
range  of  motion  is  0 to  120  degrees  flexion,  20 
degrees  external  rotation,  20  degrees  internal 
rotation  and  is  painless.  He  works  today  as  a 
truck  driver  and  farmer  without  restriction  of 
activity.  Ulnar  nerve  function  to  the  hand  is 
absent,  but  he  refused  to  return  for  further  hos- 


pital care  after  his  initial  admission. 

Evaluation  of  Results 

A.  All  patients  were  evaluated  according  to 
the  following  criteria: 

1.  Amount  of  “functional”  lateral  stability. 
This  is  described  as  that  amount  of  lateral  in- 
stability present  on  active  motion  with  the  arm 
abducted,  flexed,  and  extended.  The  greatest 
degree  of  instability  was  found  in  arm  abduc- 
tion and  the  least  in  flexion.  All  the  patients 
learned  to  simultaneously  contract  triceps  and 
biceps  to  provide  stability  to  the  elbow  in 
flexion,  and  this  is  the  range  in  which  it  is  most 
needed,  not  in  shoulder  abduction.  This  action 
is  also  duplicated  with  extension  of  the  elbow 
and  flexion  of  the  shoulder. 

2.  Motor  strength.  As  standard  muscle  test- 
ing requires  a joint  to  provide  reproducible 
values,  this  type  of  testing  w'as  not  accomplish- 
ed. Rather,  motor  strength  was  evaluated  on 
(a)  the  ability  to  lift  to  90  degrees  flexion  an 
arbitrarily  chosen  weight  (5  pounds  minimum) 
and  (b)  the  ability  to  subjectively  and  objec- 
tively perform  routine  daily  tasks  defined  as 
dressing,  toilet,  routine  tool  use  (broom,  comb), 
and  lifting  routine  objects  (5  pound  clothes 
hamper  or  briefcase). 

3.  Pain  — presence  or  absence. 

4.  Range  of  motion  — arbitrarily  selected  as 
requiring  at  least  0 to  90  degrees  active  flex- 
ion. 

5.  Patient  acceptance  — determined  by 
purely  subjective  evaluations  of  the  patient. 

Illustrations  on  the  following  page  graph- 
ically represent  results  in  the  above  criteria 
prior  to  and  greater  than  12  months  after 
injury. 


Up  to  12  months  after  injury 
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Greater  than  12  months  after  injury 
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While  not  conclusive,  the  findings  would 
suggest  that  instability  is  greater  with  loss  of 
ulna  substance,  recent  injury,  and  amount  of 
relative  lengthening  of  biceps  and  triceps,  the 
latter  being  dependent  on  the  amount  of  hu- 
merus removed. 

SUMMARY 

Four  cases  of  management  of  severe  trauma 
to  the  elbow  by  excisional  arthroplasty  have 
been  presented.  The  results  are  varied,  but  of 
interest  are  the  two  reported  cases,  R.B.  and 
M.M.  Both  had  greater  substance  loss  than 
could  be  expected  for  good  functional  results, 
but  both  had  better  than  expected  recovery. 
The  other  two  cases  had  expected  functional 
loss  in  accordance  with  the  amount  of  sub- 
stance loss.  No  attempt  has  been  made  to 
recommend  this  operation  except  as  a salvage 
procedure  in  severe  trauma  of  the  elbow  in 
accordance  with  the  criteria  described. 

Experience  gained  with  four  patients  can- 
not provide  the  basis  for  axioms  concerning 
salvage  procedures  of  the  elbow.  Larger  series 
or  the  combined  results  of  a central  registry  of 
such  injuries  must  produce  that.  Several  valid 
principles  are  substantiated  by  these  cases, 
however.  It  is  felt  that,  statistically,  this  type  of 
injury  to  the  elbow  will  become  more  numer- 
ous primarily  due  to  the  increased  use  of  mo- 
torcycles and  smaller  cars.  Knowledge  of  this 
procedure’s  indications,  limitations  and  ex- 
pected results  can  offer  the  orthopedist  an  ac- 
ceptable solution  in  what  is  otherwise  an  in- 
soluble dilemma. 

Major  indications  should  include  compound 
comminuted  wounds  of  the  elbow  involving 
greater  than  1.5  inches  of  the  distal  humerus 


with  substance  loss  or  closed  wounds  with 
comminution  injuries  so  severe  as  to  preclude 
reconstitution  and/or  internal  fixation.  Associ- 
ated bony,  nerve  and  soft  tissue  injuries  need 
be  only  additional  factors  to  the  above  primary 
ones. 

Operative  treatment  always  includes  ade- 
quate debridement  in  compound  wounds.  If 
possible,  probably  “squaring  off’  of  the  prox- 
imal remaining  humerus  is  advisable.  Recon- 
struction of  the  joint  capsule  and  ligaments 
did  not  appear  to  influence  the  long  term  re- 
sults of  stability,  but  reattachment  of  biceps 
and  triceps  does.  Excision  of  the  radial  head  is 
probably  unnecessary,  and  preserving  as  much 
ulna  as  possible  appears  to  improve  ultimate 
stability. 

Joint  instability  appeared  to  be  minimized 
the  most,  not  by  bony  contact  alone  but  by  an 
active  simultaneous  contraction  of  biceps  and 
triceps.  Work  remains  to  be  done  in  this  area 
with  EMG  and  fluroscopic  examination  of  the 
elbow  while  the  patient  is  accomplishing  vari- 
ous actions  with  the  involved  elbow.  Immobili- 
zation is  not  necessary  for  longer  than  two 
weeks  for  wound  healing.  It  can  be  discon- 
tinued after  this  time  and  active  and  passive 
physical  therapy  begun. 

All  four  patients  showed  limited  acceptance 
and  functional  usefulness  for  an  average  of 
one  year  post  injury  after  which  time  accep- 
tance of  the  elbow,  usefulness  and  functional 
stability  improved  appreciably. 

Although  not  required  in  these  patients,  it 
is  conceivable  that  subsequent  procedures  such 
as  Z-plasty  or  neurolysis  may  be  necessary  in 
such  injuries.  n 
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TESTIMONY  BEFORE 

THE  SOUTH  CAROLINA  STATE  PHARMACY  BOARD 
IN  OPPOSITION  TO  REPEAL  OF 
THE  ANTI-SUBSTITUTION  REGULATION 

DECEMBER  3,  1975 


F.  M.  BALL,  M.D.* 


I am  F.  M.  Ball,  M.D.,  of  Charleston,  a 
physician  in  the  private  family  practice  of 
internal  medicine.  I have  been  in  continuous 
solo  practice  since  completing  training  in 
July  1949.  I appear  before  the  Board  in  op- 
position to  repeal  of  the  Anti-Substitution 
Regulation.  It  is  my  belief  that  drugs  should 
be  dispensed  by  pharmacists  as  written  by 
physicians.  No  substitution  of  prescribed 
medication  should  be  made  without  the  pre- 
scribing physician’s  knowledge  and  consent. 
I shall  discuss  my  opinions  under  the 
following  headings: 

1.  The  Consumer. 

2.  Drug  Costs. 

3.  Legal  Implications. 

4.  Bio-equivalence  and  bio-availability. 

THE  CONSUMER.  Surveys  in  Califor- 
nia, Wisconsin  and  the  nation  at  large  show 
that  about  70%  of  persons  surveyed  opposed 
legislation  permitting  substitution  of  drugs, 
even  if  the  similar  project  cost  less.  Consum- 
ers place  greater  importance  on  the  effec- 
tiveness and  safety  of  prescription  drugs 
than  speed  of  relief  or  cost,  cost  being  as- 
signed the  lowest  level  of  importance. 

DRUG  COSTS.  After  ten  years  in  Can- 
ada where  drug  substitution  has  been  al- 
lowed, no  demonstrable  savings  to  con- 

*63 Gadsden  St.,  Charleston,  S.  C.  29401. 


sumers  have  been  documented.  There  is  no 
evidence  of  any  saving  for  the  consumer  in 
Massachusetts,  Maryland  and  Kentucky 
where  anti-substitution  statutes  have  been 
modified.  Prescription  prices  have  risen 
only  3%  since  1967,  a remarkable  accomplish- 
ment in  an  era  of  double  digit  inflation. 
Medications  account  for  only  8c  of  each  dol- 
lar spent  for  health  care.  Savings  to  the  con- 
sumer are  not  worth  the  risks  involved  in 
changing  present  procedures. 


LEGAL  IM PLICATIONS,  With  increased 
responsibility  pharmacists  must  assume 
increased  liability.  Malpractice  activity  will 
inevitably  increase  whenever  poor  results 
or  toxicity  could  be  considered  injurious  to 
our  patients.  Premiums  for  liability  insur- 
ance for  pharmacists  as  well  as  doctors  are 
bound  to  increase.  Even  where  the  state  or 
federal  government  claims  it  can  guarantee 
bio-equivalance  or  bio-availability  of  gen- 
erically  similar  products  the  attending  phy- 
sician and  dispensing  pharmacist  will  still 
be  liable. 


BIO-EQUIVALANCE  AND  BIO-AVAIL- 
ABILITY.  Bio-equivalence  and  bio-avail- 
ability  of  generically  similar  drugs  cannot  at 
the  present  time  be  guaranteed  even  by  the 
Food  and  Drug  Administration  of  the  Federal 
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Government.  The  Office  of  Technology  As- 
sessment of  the  United  States  Congress  in 
1974  determined  that  “current  standards 
and  regulatory  practices  do  not  assure  bio- 
equivalence for  drug  products.”  Techni- 
ques for  determining  bio-equivalence  and  bio- 
availability are  constantly  being  improved. 
Techniques  in  the  future  may  prove  today’s 
assumptions  erroneous.  Even  the  FDA  ad- 
mits it  cannot  adequately  police  the  many 
smaller  drug  manufacturers  and  packaging 
concerns  throughout  the  nation.  There  is 
no  way  at  present  for  the  physician  or  the 
pharmacist  to  guarantee  to  the  patient  that 
generically  similar  drugs  will  be  euqally 
effective  or  equally  safe. 

The  physician-pharmacist  team  for  many 
decades  has  served  our  patients  well  and 
has  provided  Americans  with  the  best  health 
care  in  the  world.  Each  team  must  have  a 
quarterback  who  is  knowledgeable  not  only 
about  treatment  but  also  about  the  patient, 
his  normal  and  usual  physical  state,  his 
personality  and  his  concerns  as  well  as 
about  his  disease.  The  physician  must  be  in 
complete  charge  of  the  treatment  of  his 
patient  and  he  cannot  shift  any  part  of  this 
care  to  someone  else.  The  pharmacist  is  his 
closest  and  most  trusted  teammate.  To  per- 
mit the  substitution  of  drugs  without  the 
physician’s  knowledge  will  introduce  an  ele- 
ment of  uncertainty  which  will  interfere  with 
the  necessary  feeling  of  trust  and  confi- 
dence so  necessary  for  optimum  medical  care. 

The  present  anti-substitution  regulation 
which  now  governs  the  dispensing  of  pre- 
scription drugs  in  South  Carolina  should 
remain  in  force.  Even  if  significant  savings 
to  the  consumer  had  been  documented  by 
previous  experience,  which  they  have  not, 
they  would  not  be  worth  the  risk  to  our 
patients.  □ 


The  Division  of  Continuing  Education  of 
the  Vanderbilt  University  School  of  Med- 
icine has  scheduled  the  following  courses: 

April  30-May  1 — HUMAN  GENETICS 
Department  of  Obstetrics  & Gynecology 
& Division  of  Continuing  Education, 
Vanderbilt  School  of  Medicine. 


May  26-27  — ANNUAL  SEMINAR  IN 
PSYCHIATRY  (Fifteenth) 

Tennessee  Dept,  of  Mental  Health,  Central 
State  Psychiatric  Hospital;  Vanderbilt 
School  of  Medicine  & Meharry  Medical 
College  Depts.  of  Psychiatry  & Divs.  of 
Continuing  Education;  Tenn.  Academy  of 
Family  Physicians. 


Sept.  — ANNUAL  PEDIATRICS  SYM- 
POSIUM 

Department  of  Pediatrics  & Division  of 
Continuing  Education,  Vanderbilt  School 
of  Medicine. 


Oct.  11-16  — FAMILY  PRACTICE  INTEN- 
SIVE REVIEW 

Division  of  Continuing  Education,  Van- 
derbilt School  of  Medicine;  Tennessee 
Academy  of  Family  Physicians.  Directed 
to  physicians  preparing  for  certification 
and  re-certification  examinations  of  the 
American  Board  of  Family  Practice 
scheduled  Oct.  29  - 31,  1976.  Also  for 
physicians  interested  in  a general  up- 
date and  refresher. 

Future  courses  include  the  Annual  Psy- 
chiatry Lectureship,  Office  Management 
- Life  Management  and  Ultrasonography. 


For  information  contact:  Vanderbilt  Con- 

tinuing Education,  305  Medical  Arts  Building, 
Nashville,  Tenn.  37212. 

Telephone  (615)  322-2716. 
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SOMETHING  NEW 

If  Morris  Fishbein  can  be  considered  the 
Hippocrates  of  medical  communication  for 
his  early  advocacy  legitimizing,  and  exem- 
plifying honorable  and  correct  medical  writ- 
ing, Charles  G.  Roland  can  certainly  be 
termed  the  Sir  William  Osier  of  medical 
communication.  Roland  codified  the  prin- 
cipals, preached  and  persuaded  of  the  need, 
and  charmed  the  practitioners  toward  hard 
headed,  correct  practice  of  the  art. 

Dr.  Roland  gave  JSCMA  permission  to 
reprint  his  “Thoughts  About  Medical  Writing 
XXXI  - Letters  to  the  Editor”  which  appeared 
in  the  September  - October  1975  issue  of 
Anesthesia  and  Analgesia  — Current  Re- 
searches, edited  by  T.  H.  Seldon,  M.D.'  Dr. 
Roland’s  thoughts  are  used  to  introduce  a 
new  emphasis  of  JSCMA  — a Letters  feature. 
I believe  that  many  of  the  readers  of  JSCMA 
have  medical  experiences,  political  beliefs, 
moral  commitments,  human  and  humane  tips 
that  we  all  should  be  told  about.  Perhaps  the 
information  to  be  communicated  is  not  suf- 
ficient for  a formal  paper,  or  maybe  you  feel 
you  do  not  have  time  to  prepare  a formal 
article.  But  you  can  write  a letter.  You  write 
letters  every  day.  You  write  letters  to  insur- 
ance companies,  friends,  patients  every  day. 
Write  a letter  to  your  friend  the  Editor  and 
all  SCMA  someday  soon.  We  all,  all  your 
friends  in  SCMA  would  like  to  know  what  is 
on  your  mind.  I plan  to  publish  all  letters 
received.  I do  reserve  the  right  to  shorten 
letters  that  are  too  long,  so  if  you  do  not  want 


somebody  playing  with  your  words  and  per- 
haps inadvertently  destroying  the  beauty  or 
dulling  the  biting  irony  of  your  original 
thoughts,  keep  the  letters  to  one  typewritten 
page!  Then  I will  not  change  them  unless 
laws  of  libel  or  decency  seem  threatened. 

This  Letters  section  could  develop  into  a 
very  interesting  revelation  of  what  South 
Carolina  doctors  think  if  you  will  get  into  the 
habit  of  dropping  us  a line  whenever  you 
have  a good  idea,  an  interesting  patient,  a 
bitter  encounter,  or  a big  gripe.  Write  it 
down  and  send  it  in. 

EEK 


SOMETHING  ELSE  NEW 

The  New  SCMA  Headquarters  Building 
will  be  officially  dedicated  this  month.  This 
dream  realized  is  a visible  tribute  to  the 
present  leadership  of  SCMA  and  to  all  those 
leaders  who  have  gone  before  setting  the 
foundation  for  this  solid  structure.  The 
Staff  of  JSCMA  congratulates  and  thanks  all 
those  who  had  a part  in  the  conceptuali- 
zation, the  necessary  convincing,  the  design 
and  construction,  and  now  the  completion  of 
this  visible  and  physical  testament  to  the  pres- 
ence, reality,  stability  and  strength  of  THE 
SOUTH  CAROLINA  MEDICAL  ASSOCIA- 
TION. 

EEK 
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XXXI.  The  Letter-to-the-Editor 


Dear  Tom: 

During  the  collective  lifetime  careers  of 
a hypothetical  sample  of  100  physicans, 
perhaps  I will  write  an  editorial  in  a medi- 
cal journal,  5 or  6 will  write  one  or  more 
medical  articles,  and  as  many  as  15  may 
write  letters-to-the-editor.  I invented  the 
numbers,  but  I think  the  proportions  are 
about  right.  So  I thought  that  I should  write 
something  about  how  and  why  to  prepare  a 
letter-to-the-editor  (which  I’ll  call  simply  a 
letter  from  here  on). 

First,  it’s  worth  remembering  that  the  sci- 
entific letter  has  an  honorable  history.  Just 
over  300  years  ago,  when  scientific  journals 
began,  their  basic  purpose  was  to  provide  a 
more  efficient  way  of  distributing  letters. 
Boyle  wrote  to  Lower.  Lower  wrote  to  Leeu- 
wenhoek. Leeuwenhoek  wrote  to  Ramazzini. 
And  so  on.  And  because  Ramazzini  was  in- 
terested not  only  in  what  Leeuwenhoek  had 
to  say  but  also  what  Lower  told  Leeuwen- 
hoek, the  latter  might  send  him  a copy  of 
Lower’s  letter.  Ramazzini  might  send  both 
letters  on  to  Oldenburg,  with  one  of  his  own 
attached.  As  the  number  of  correspondents 
grew  the  logistics  became  impossible.  By 
that  time,  printing  had  been  around  for  two 
centuries  and  people  were  becoming  used  to 
thinking  in  terms  of  print,  so  eventually 
someone  was  bound  to  have  the  idea  of 
printing  a group  of  letters,  periodically,  and 
sending  them  to  all  interested  parties.  And 
the  scientific  journal  was  born. 

Obviously,  since  that  time  the  letters 
have  evolved  into  the  formal  papers  of  to- 
day. I know  of  no  journals  that  publish  only 
letters.  But  letters  continue  to  be  published 
and  are  widely  accepted  as  a useful  and  in- 
teresting part  of  many  journals. 

Today,  letters  in  medical  journals  seem  to 
be  divisible  into  two  categories:  those  con- 
taining medical  information  or  .conjecture, 
and  those  containing  opinions  on  a congeries 


of  political,  socioeconomic,  cultural,  and 
assorted  other  topics.  Some  journals  seem  to 
favor  one  category  over  another,  but  the  gen- 
eral journals  usually  carry  both  kinds.  Un- 
fortunately for  this  art  form,  most  journals  do 
not  publish  letters  to  all. 

But  those  that  do  include  most  of  the 
large-circulation  journals  such  as  JAMA, 
New  England  Journal  of  Medicine,  Annals 
of  Internal  Medicine,  Lancet,  British  Med- 
ical Journal,  and  so  on.  All  these  journals 
publish  both  categories  of  letters.  And  all 
offer  a highly  respected  forum. 

The  “medical”  letters  usually  are  refereed 
and  are  brief  scientific  reports.  Most  such 
letters  are  retrievable  because  they  are  in- 
dexed in  Index  Medicus.  Case  reports  are 
particularly  good  candidates  for  presenta- 
tion in  the  letter  format;  as  journals  are 
pressed  harder  and  harder  for  space,  the  ap- 
peal of  this  brief  format  increases. 

Often,  if  an  author  submits  a case  report  to 
one  of  the  journals  named,  he  may  be  asked 
to  condense  it  so  that  it  will  be  an  appro- 
priate length  for  a letter  - usually  not  more 
than  two  typewritten,  double-spaced  pages. 
If  you  have  this  experience,  don’t  be  of- 
fended at  the  request.  Pragmatically,  the 
choice  is  between  shortening  and  not  pub- 
lishing (at  least,  not  in  that  journal).  And  it 
is  a fact  that  almost  any  manuscript  can  be 
shortened  significantly  without  loss  of  its 
message:  Remarkably  often,  half  as  long  is 
twice  as  good 

Of  course,  it’s  difficult  to  be  tough  and 
realistic  about  your  own  writing.  But  if  you’re 
planning  to  submit  a brief  paper  to  a journal 
that  has  a letter  section,  you  should  consider 
submitting  it  specifically  as  a letter.  This  can 
impress  the  editor  both  with  your  knowledge 
of  his  journal  and  its  purpose  and  also  with 
your  realistic  assessment  of  your  own  con- 
tribution. And  it  never  hurts  to  impress  the 
editor  favorably. 
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Creating  this  favorable  impression  is  at 
least  as  important  when  you  write  the  sec- 
ond kind  of  letter.  There,  you  are  protesting, 
advocating,  arguing,  haranguing  — and  you 
should  prize  equally  eloquence  and  brevity. 
A good  editor  will. 

The  varieties  of  letters  that  fit  this  second 
category  need  no  enumeration.  Open  any 
recent  issues  of  JAMA,  or  Lancet,  or  the 
New  England  Journal  of  Medicine  and  you’ll 
find  letters  criticizing  the  editorials,  cas- 
tigating authors  for  errors  (real  and  imag- 
inary), soliciting  interest  in  special-interest 
groups,  lambasting  the  medical  (or  phar- 
maceutical, or  political)  establishment, 
or  touting  various  empiric  therapies,  Jour- 
nals that  are  sympathetic  to  this  kind  of  let- 
ter ask  for  eloquence  (or  its  more  common 
counsin,  clarity),  brevity,  and  a use  of  lan- 
guage that  is  not  libelous.  Given  these 
qualities,  vigor  and  emotion  are  sought 
because  they  infuse  life  into  the  letters 
section  and  even  into  the  whole  journal.  The 
Lancet  has  been  famous  for  its  letters  sec- 
tion for  a century  and  a half  — letters  that 
continue  to  be  vigorous  and  interesting, 
even  thought  the  style  is  pallid  compared  to 
the  early  days  when  Thomas  Wakley  was 
creating  modern  medical  journalism  with  his 
iconoclastic  and  irreverent  approach. 

You  don’t  have  to  be  irreverent  to  write  a 
good  letter,  thought.  You  simply  have  to  have 
something  to  say.  The  techniques  are  un- 
remarkable and  the  format  is  the  simplest  of 
all  varieties  of  scientific  communication; 
indeed,  one  might  say  there  is  not  format 
except  logical  order. 

So  if  you  have  an  interesting  case  to  report 
or  feel  an  urge  to  air  your  views  about  na- 
tional health  insurance,  remember  that 
several  major  journals,  especially  general 
ones,  have  letters  sections  and  are  glad  to  con- 
sider possible  contributions. 


This  article  is  reprinted  from  Anesthesia 
and  Analgesia  — Current  Researches,  volume 
54,  number  5,  pages  626-627,  September  - 
October  1975,  with  permission  of  the  author 
Dr.  Charles  G.  Roland  and  the  Editor  of  the 
Journal  Dr.  T.  H.  Seldon. 
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Vermox 

mebendazole 


DESCRIPTION  VERMOX  (mebendazole)  is  methyl  5- 
benzoylbenzimidazole-2-carbamate. 


ACTIONS  VERMOX  exerts  its  anthelmintic  effect  by 
blocking  glucose  uptake  by  the  susceptible  helminths, 
thereby  depleting  the  energy  level  until  it  becomes 
inadeguate  for  survival. 

An  insignificant  amount  of  mebendazole  is  absorbed 
from  the  gastrointestinal  tract.  Most  of  this  is  excreted  in 
the  urine  within  three  days  either  as  metabolites  or 
unchanged  drug. 

INDICATIONS  VERMOX  is  indicated  for  the  treatment  of 
Trichuris  trichiura  (whipworm),  Enterobius  vermicularis 
(pinworm),  Ascaris  lumbricoides  (roundworm), 
Ancylostoma  duodenale  (common  hookworm),  Necator 
americanus  (American  hookworm)  in  single  or  mixed 
infections. 

Efficacy  varies  in  function  of  such  factors  as  pre-existing 
diarrhea  and  gastrointestinal  transit  time,  degree  of 
infection  and  helminth  strains.  Efficacy  rates  derived 
from  various  studies  are  shown  in  the  table  below: 


Trichuris 

Ascaris 

Hookworm 

Pinworm 

cure  rates 

mean 

68% 

98% 

96% 

95% 

(range) 

(61-75%) 

(91-100%) 

— 

(90-100%) 

egg  reduction 

mean 

93% 

99  7% 

99  9% 

— 

(range) 

(70-99%) 

(99.5-100%) 

— 

— 

CONTRAINDICATIONS  VERMOX  is  contraindicated  in 
pregnant  women  (see:  Pregnancy  Precautions)  and  in 
persons  who  have  shown  hypersensitivity  to  the  drug. 

PRECAUTIONS  PREGNANCY:  VERMOX  has  shown 
embryotoxic  and  teratogenic  activity  in  pregnant  rats  at 
single  oral  doses  as  low  as  10  mg/kg.  Since  VERMOX 
may  have  a risk  of  producing  fetal  damage  if 
administered  during  pregnancy,  it  is  contraindicated  in 
pregnant  women. 

PEDIATRIC  USE:  The  drug  has  not  been  extensively 
studied  in  children  under  two  years;  therefore,  in  the 
treatment  of  children  under  two  years  the  relative 
benefit/risk  should  be  considered. 

ADVERSE  REACTIONS  Transient  symptoms  of  abdomi- 
nal pain  and  diarrhea  have  occurred  in  cases  of  massive 
infection  and  expulsion  of  worms. 

DOSAGE  AND  ADMINISTRATION  The  same  dosage 
schedule  applies  to  children  and  adults. 

For  the  control  of  pinworm  (enterobiasis),  a single  tablet 
is  administered  orally,  one  time. 

For  the  control  of  roundworm  (ascariasis),  whipworm 
(trichuriasis),  and  hookworm  infection,  one  tablet  of 
VERMOX  is  administered,  orally,  morning  and  evening, 
on  three  consecutive  days. 

If  the  patient  is  not  cured  three  weeks  after  treatment,  a 
second  course  of  treatment  is  advised.  No  special 
procedures,  such  as  fasting  or  purging,  are  required. 

HOW  SUPPLIED  VERMOX  is  available  as  tablets,  each 
containing  100  mg  of  mebendazole,  and  is  supplied  in 
boxes  of  twelve  tablets. 

VERMOX  (mebendazole)  is  an  original  product  of 
Janssen  Pharmaceutica,  Belgium,  and  co-developed  by 
Ortho  Pharmaceutical  Corporation. 


t Because  Vermox  has  not  been  extensively  studied 
in  children  under  2 years  of  age,  the  relative 
benefit/risk  should  be  considered  before  treating 
these  children  Vermox  is  contraindicated  in 
pregnant  women  (see  Pregnancy  Precautions)  and 
in  persons  who  have  shown  hypersensitivity  to 
the  drug 

OJ  288-5R 


Ortho  Pharmaceutical  Corporation 
Raritan,  New  Jersey  08869 


The  only  single-table 
treatment  of  pinwon 


Vermox 


Dear  Fellow  Physicians, 

Recently,  you  have  received  a mailing  asking  for  your  active  support  and  voluntary  contri- 
bution to  assist  in  our  effort  to  support  meaningul  legislation  in  the  liability  insurance  program 
for  the  medical  profession  in  South  Carolina.  This  is  a most  important  effort  and  needs  the  full 
cooperation  of  all  the  licensed  physicians  in  this  State. 

Your  immediate  Past  President,  and  myself,  served  on  the  South  Carolina  Medical  Injury 
Insurance  Reparation  Advisory  Committee  since  it  was  appointed  last  summer.  After  many  long 
and  hard  hours  of  work  and  deliberation,  the  report  was  completed  and  submitted  to  the  Gov- 
ernor and  the  Legislature  on  March  15,  1976.  It  is  our  opinion  that  the  proposed  legislation 
would  do  much  to  help  create  a competitive  climate  to  bring  the  commercial  liability  insurance 
carriers  back  into  our  State  to  provide  coverage  for  the  physicians.  The  submission  of  the  re- 
ort  is  only  the  beginning  of  the  hard  work  necessary  to  secure  passage  of  the  recommended  leg- 
islation. 

The  most  important  legislation  recommended  is  the  reduction  of  the  Statute  of  Limitations  for 
tort  liability  to  3 years  for  adults  and  3 years  for  minors  at  the  age  of  six.  The  second  most  im- 
portant is  the  provision  for  voluntary  binding  arbitration  of  medical  malpractice  claims,  in  connec- 
tion with  which  the  three  man  panel  will  operate  under  the  direction  of  non-voting  referee  ap- 
pointed by  the  State  Supreme  Court.  A requirement  of  informed  consent  for  all  surgical  hospital 
admissions  was  also  recommended.  It  is  recommended  that  legislation  be  enacted  to  provide  that 
that  dollar  amount  be  omitted  in  all  malpractice  suits.  A very  important  recommen- 
dation is  to  establish  a patient  compensation  fund,  which  would  pay  any  judgements  or  claims 
above  the  $100,000  limit  provided  by  the  JUA  or  private  carrier. 

Other  legislation  recommended  is  the  revision  of  the  JUA  legislation  to  rescind  the  exclusivity 
provision  so  that  other  carriers  may  come  back  into  the  State,  and  legislation  to  provide  for  a 
type  of  ongoing  legislative  advisory  committee  to  review  the  operation  and  experience  in  the 
malpractice  liability  field.  Legislation  was  recommended  to  require  all  insurers  to  report  in  de- 
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tail  all  medical  malpractice  claims  to  the  South  Carolina  Insurance  Commission,  and  that  this 
information  be  made  available  to  the  proper  licensed  authorities. 

As  soon  as  enough  voluntary  contributions  come  in,  printed  material  will  be  forwarded  to  all 
members,  giving  full  details  of  the  proposed  legislation  and  advice  as  to  your  support  in  the 
effort  to  secure  its  enactment.  Only  by  a joint  effort  by  each  and  every  one  of  the  members  of 
the  medical  profession,  will  this  legislation  be  carried  through  the  halls  of  the  House  and  Senate. 
Your  presence  may  be  needed  at  the  State  House  when  these  Bills  are  under  consideration.  Please 
make  every  effort  to  actively  and  fully  support  the  activities  necessary. 

As  we  approach  the  time  for  our  Annual  Convention,  I wish  to  remind  and  invite  each  of  you 
to  attend  the  annual  session  of  the  House  of  Delegates  at  the  Landmark  Hotel  at  Myrtle  Beach, 
South  Carolina,  beginning  on  May  3,  1976.  The  session  will  open  on  Monday  morning  with  a 
general  session  for  the  membership  of  the  Association  before  the  House  of  Delegates  goes  into 
session.  At  this  time,  the  Speaker  of  the  House  of  Delegates  of  the  AMA,  Dr.  Thomas  Nesbitt 
of  Nashville,  Tennessee,  will  address  the  group.  All  members  of  the  Association  are  cordially 
invited  to  attend,  and  are  also  welcome  at  the  meeting  of  the  House  of  Delegates. 

May  I also  remind  you  to  consider  making  your  reservations  to  stay  at  the  Landmark  Hotel, 
which  is  begin  reserved  for  our  exclusive  use. 

The  annual  banquet  will  be  held  on  Tuesday  night.  May  4,  with  cabaret  style  music  and 
dancing  during  dinner,  then  intermission  will  be  held  after  dinner  for  the  business  of  the  even- 
ing. After  an  entertaining  program  presented  by  Dr.  William  M.  Bryan  of  Columbia,  dancing 
will  continue. 

COME!  ATTEND! 

BE  INVOLVED! 

PARTICIPATE  ACTIVELY  IN  YOUR  ASSOCIATION! 

Sincerely  yours, 

C.  Tucker  Weston,  M.D. 

President 
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SCMA  HOLDS  SEMINAR  ON 
NURSING  HOME  FACILITIES 
MAY  14-15 


Section  405.1122  of  the  Social  Security  Act 
has  sent  nursing  home  administrators,  nurses, 
physicians,  and  other  related  personnel  scur- 
rying to  comply  with  the  latest  Washington 
legislation.  The  flurry  of  activity  is  based  in 
the  fact  that  this  legislation  states  the  con- 
ditions of  participation  of  skilled  nursing  fac- 
ilities in  Medicare  and  Medicaid  --  and  the 
conditions  are  that  each  skilled  nursing  home 
retain  a physician  to  serve  as  medical  dir- 
ector of  the  facility. 

The  American  Medical  Association  (AM A) 
with  the  financial  support  of  the  Department 
of  Health,  Education  and  Welfare  (HEW)  and 
the  cooperation  of  SCMA  is  conducting  a 
seminar  May  14  and  15  in  Columbia  on  the 
requirements  to  be  met. 

Especially  designed  for  physicians,  nurses 
and  nursing  facility  administrators,  the  con- 
ference will  provide  information  and  gui- 
dance on  the  regulations,  role  and  financing 
of  the  new  medical  director. 

Registration  will  begin  at  6 p.m.  Friday 
May  14  at  the  SCMA  building  in  Columbia, 
where  the  introductory  session  entitled  “It 
Takes  a Team  To  Do  The  Work”  begins  at  8 
p.m.  For  conference  participants  who  are 
unable  to  attend  the  Friday  session,  a Sat- 
urday morning  registration  will  be  held  at  the 
Carolina  Inn  at  8 a.m. 

The  opening  Saturday  session  features  Guy 
Harriman,  Division  Director  of  the  Office  of 
Nursing  Home  affairs  of  the  Department  of 
HEW,  who  will  discuss  the  latest  federal 
regulations  and  guidelines. 

The  role  of  the  Medical  Director  will  be 
discussed  from  a physician’s  point  of  view, 
an  administrator’s  point  of  view  and  a nur- 
sing director’s  point  of  view;  thereby  pro- 
viding a well-rounded  approach  to  the  sub- 
ject. Leading  these  discussions  are  Dr.  Carl 
Page,  chairman  of  the  Texas  Medical  Asso- 
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ciation  of  Aging  and  Nursing  Homes;  Mr. 
William  Rogers  of  the  Capital  Convalescent 
Home  in  Columbia;  and  Ms.  Ruthie  L.  Hunt, 

R. N.,  Nursing  Administrator  of  Patient  Care 
of  the  Presbyterian  Home  in  Buffalo,  New 
York. 

The  luncheon  speaker  is  Harry  S.  Dent, 
legal  counsel  for  the  South  Carolina  Health 
Care  Association  and  former  special  counsel 
for  the  President  of  the  United  States.  The 
creation  of  a medical  director  has  created 
many  legal  problems  for  nursing  homes, 
such  as  the  extent  of  their  “institutional 
liability”  for  his  services.  Group  discus- 
sions will  cover  these  legal  problems  and 
others  such  as  contract  consideration;  the 
medical  director’s  relationship  with  attending 
physicians,  the  nursing  staff  and  pharma- 
cists; quality  assurance;  and  the  recruiting  of 
a medical  director. 

Lt.  Governor  Brantley  Harvey  will  speak  at 
3:15  p.m.  on  “The  Future  of  Health  Care  in 

S. C.” 

Of  special  concern  to  everyone  is  “Who 
Is  Going  to  Pay  The  Bill?”  This  area  has 
been  only  lightly  covered  in  HEW  regula- 
tions, so  the  conference  presents  Mr.  Wiley 
M.  Crittenden  of  the  Oakmont  Nursing  Cen- 
ter in  Greenville  and  representatives  from 
Blue  Cross-Blue  Shield  and  Medicaid  to 
discuss  financing. 

Mr.  William  V.  Bradly,  NHA,  State  Om- 
budsman, will  speak  for  a group  which  may 
be  affected  by  the  medical  director  more 
than  any  other  group  --  the  aged. 

For  further  information  on  the  program, 
contact 

Mr.  David  Kizer,  Project  Director 
SCMA 

Post  Office  Box  11188 
3325  Medical  Park  Road 
Columbia,  South  Carolina  29211 
(803(  252-6311 
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GENERAL  PROGRAM 
MAY  2-5,  1976 


8:00 

9:00 

12:30 

2:00 

5:00 

3:00 

6:00 

7:00 


9:00 

1:00 

1:00 

3:00 

4:00 

5:00 

7:30 

8:30 

9:30 

10:00 

1:00 

1:00 

2:30 

4:30 

2:00 

7:00 


7:00 

9:00 

1:00 

9:15 

1:00 

2:00 


Sunday,  May  2,  1976 


a.m. 

Council  Breakfast 

- Grand  Strand  1 

a.m. 

Council  Meeting 

Grand  Strand  2 

p.m. 

Council  Luncheon 

Grand  Strand  1 

p.m.  - 
p.m. 

Council  Meeting 

Grand  Strand  2 

p.m.  - 
p.m. 

SCMA  Registration 

Exhibition  Hall 

Monday,  May  3,  1976 

a.m. 

Council  Breakfast 

Board  Room  1 

Reference  Committee  Chairmen  Breakfast  with  Speaker  and  Vice-Speaker 
Board  Room  2 

a.m.  - House  of  Delegates  Meeting  — Grand  Strand  2,  3 
p.m.  General  Membership  meeting  will  be  at  10:00  a.m. 

p.m.  SocPac  Luncheon  Grand  Strand  1 

p.m.  Reference  Committee  Meetings  (will  be  staggered) 

p.m.  Board  Rooms  1,  2,  3 and  Meeting  Rooms  306,  312,  508,  and 

p.m.  Grand  Strand  3 

Tuesday,  May  4,  1976 

a.m.  Council  Breakfast  Board  Room  1 

a.m.  - Scientific  Session  Breakfast  — Grand  Strand  1,  2 
a.m. 

a.m.  - Scientific  Program  Grand  Strand  2 
p.m. 

p.m.  Alumni  Luncheon  — Main  Dining  Room 

p.m.  - Scientific  Program  continued  — Grand  Strand  2 
p.m. 

p.m.  State  Board  of  Medical  Examiners  — Board  Rooms  1,  2 
p.m.  Annual  Reception  and  Banquet  Grand  Strand  Ballroom 

Wednesday,  May  5,  1976 

a.m.  Council  Breakfast  Grand  Strand  2,  3 

a.m.  - House  of  Delegates  Meeting  — Grand  Strand  2,  3 
p.m. 

a.m.  Panel  on  the  IMPLEMENTATION  OF  THE  MEDICAL  DISCIPLINARY  ACT 
(open  to  all  licensed  physicians) 

p.m.  - South  Carolina  Medical  Care  Foundation  Annual  Membership  Meeting 
p.m.  — Grand  Strand  2,  3 
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OFFICERS: 


COUNCILORS: 


MEDIATION  COMMITTEE: 


DELEGATE  (JR.)  TO  AMA: 
ALT.  DEL.  (JR.)  TO  AMA: 
PEER  REVIEW  COMMITTEE: 


President-Elect 
Vice  President 
Secretary 

Treasurer  (Nominated  by  Council) 

(Three  year  term,  no  more  than  3 consecutive  terms) 
District  2:  Waitus  O.  Tanner 

Elected  1967 

District  5:  Halsted  M.  Stone 

Elected  1970 

District  8:  Randolph  D.  Smoak,  Jr. 

Served  1972  filling  unexpired  term  of 
Dr.  Atwell 
Elected  1973 

(Three  year  term,  no  more  than  2 consecutive  terms) 
(Coincides  with  terms  of  Councilors  from  each  district) 
District  2:  Guy  C.  Heyl,  Jr. 

Elected  1970,  Re-elected  1973 
District  5:  Max  A.  Culp 

Elected  1967 
Re-elected  1970 
Re-elected  1973 

District  8:  Boyce  M.  Lawton,  Jr. 

Elected  1973 

Harrison  L.  Peeples 

Elected  1975  to  fill  unexpired  term  of 

Dr.  Parker 

William  L.  Perry 

Elected  1975  to  fill  unexpired  term  of 
Dr.  Peeples 

Three  year  term  - 2 consecutive  terms 
(coincides  with  terms  of  Councilors) 

District  2:  Paul  T.  Hopkins 

Elected  1971 
Re-elected  1973 

District  5:  Richard  Y.  Westcoat 

Elected  1973 

District  8:  James  H.  Gressette 

Elected  1971 
Re-elected  1973 


BENEVOLENCE  FUND:  Three  year  term  - two  consecutive  terms 

Forde  A.  Mclver 
Elected  1973 

SCMA  NOMINATIONS  TO  THE  GOVERNOR  FOR  APPOINTMENTS  ON 
VARIOUS  STATE  BOARDS  AND  AGENCIES: 

STATE  BOARD  OF  MEDICAL  EXAMINERS: 

6th  District:  Term  of  Harold  S.  Gilmore,  M.D.  expires 

At  Large:  Term  of  Vernon  E.  Merchant,  Jr.,  M.D. 

expires 

HOSPITAL  ADVISORY  COUNCIL  TO  DHEC: 

Term  of  Laurie  L.  Brown,  M.D.  expires 

STATE  BOARD  OF  EXAMINERS  FOR  NURSING  HOME  ADMINISTRATORS: 

Term  of  R.  Patton  Watson,  M.D.  expires 
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DELEGATES  AND  ALTERNATES  — 
1976  ANNUAL  MEETING 


Abbeville 

Reynolds  Young 

Aiken 

John  C.  Beard,  Jr. 
D.  L.  Pennington 

Cherokee 

E.  S.  Hesse  - Alternate 

Chester 

Durwood  Pridgen  - Alternate 

Chesterfield 

Allendale 

H.  Lucius  Laffitte 

W.  R.  Tuten,  Jr.  - Alternate 

Colleton 

Anderson 

J.  B.  Martin,  Jr. 
Charles  Griffin 
Vernon  Merchant 
Leonard  Douglas 
Marion  Ray  Gillespie 

Columbia 

Bamberg 

F.  Marion  Dwight 

Barnwell 

C.  C.  Freeman 

Aubrey  D.  Gantt  - Alternate 

Beaufort 

Ernest  Collins 
John  Ausband 
Peter  LaMotte  - Alternate 
Sol  Neidich  - Alternate 

Berkeley 

Rhett  B.  Myers 

Elias  G.  Haikal  - Alternate 

Charleston 

Leon  Banov,  Jr. 
William  H.  Cain 
Louis  P.  Jervey 
H.  Biemann  Othersen 

Darlington 

R.  H.  Belser 

Dillon 

F.  R.  Price,  Jr. 
Douglas  C.  Appleby 
J.  R.  Ivester 

Dorchester 

Forde  A.  Mclver 
Donald  A.  Riopel 
R.  R.  Bradham 
Bartolo  M.  Barone 

Edisto 

Clay  Evatt,  Jr. 
Louie  B.  Jenkins 

Florence 

Thomas  Kirkland  - Alternate 
Carium  Joseph  - Alternate 
Richard  Ulmer  - Alternate 
L.  L.  Brown  - Alternate 

Georgetown 

James  Hayes  - Alternate 
A.  B.  Pruitt  - Alternate 
W.  M.  Bonner  - Alternate 
Joseph  Thompson  - Alternate 
Roy  Nickles  - Alternate 
H.  Clay  Robertson  - Alternate 
David  Yerger  - Alternate 
Daniel  Mengedoht  - Alternate 
E.  E.  Jones  - Alternate 
S.  E.  Puckett  - Alternate 

Greenville 

W.  H.  Speissegger  - Alternate 
G.  T.  Wannamaker  - Alternate 
John  H.  Cathcart,  Jr. 

C.  W.  Brice,  Jr. 

William  Perry 

Winston  Y.  Godwin  - Alternate 
J.  Frank  Biggers,  III 
James  H.  Herlong 
Albert  H.  Cremer 
Paul  T.  Hopkins 
Richard  J.  Kahaly 
U.  Hoyt  Bodie 
Edward  D.  Hopkins,  Jr. 

Hugh  H.  DuBose 
James  C.  Owens 
William  F.  Luce,  Jr. 

John  P.  Sutton 
B.  Daniel  Paysinger 
S.  Nelson  Weston 
George  H.  Bunch,  Jr. 

Philip  W.  Fairey 
A.  J.  Richards 
W.  Paul  Bennett  - Alternate 
Albert  L.  Reid  - Alternate 
M.  B.  Nickels,  Jr. 

Susanne  G.  Black 

Swift  C.  Black  - Alternate 

Thomas  W.  Messervy 

J.  Gavin  Appleby  - Alternate 

L.  P.  Thackston 

Claude  Murray 

F.  R.  Huff 

John  Bowen  - Alternate 
James  H.  Gressette  - Alternate 
William  Hester 
Eddie  Floyd 

Hans  Habermeier  - Alternate 
Marion  Carr  - Alternate 
Harry  C.  Tiller 

James  W.  Forrester  - Alternate 

L.  N.  Bellew 

W.  J.  Bannen 

J.  E.  Barnett 

W.  C.  Brady 

A.  H.  Davis 

W.  R.  DeLoache 

E.  A.  Dreskin 

W.  W.  Fridy 

E.  F.  Gaynor 
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Greenwood 

Hampton 

Horry 


Kershaw 

Lancaster 

Laurens 

Marion 

Marlboro 

Newberry 

Oconee 

Pickens 

Ridge 

Spartanburg 


Sumter- 

Clarendon 
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M.  G.  Howie 

J.  P.  McNamara 

C.  D.  Riddle 

D.  O.  Royals 
L.  N.  Terry 

(NOTE:  Entitled  to  one 
additional  delegate  - 
283  members) 

Phillips  Tinkler 

Fred  Williams 

Jack  Parham 

Count  Pulaski 

James  DeLoach  - Alternate 

Holmes  Springs 

James  Hughes 

James  Tippins 

Marshall  Sasser  - Alternate 

R.  H.  Rush  - Alternate 

L.  B.  Courtney  - Alternate 

Herbert  Schrieber 

Johnny  B.  Willis 

E.  R.  Barber  - Alternate 
James  L.  Walker 
Malcolm  B.  Cook  - Alternate 
Emmett  Flynn 

K.  S.  Basily  - Alternate 
W.  Church  Whitner,  Jr. 

C.  B.  Rush  - Alternate 
Ralph  P.  Baker 

R.  E.  Livingston,  Jr.  - Alternate 
Henry  E.  Kistler,  Jr. 

Hugh  Wells 

Dexter  B.  Rogers 

Boyce  G.  Tollison 

Hubert  Bowick  - Alternate 

James  S.  Garrison 

B.  E.  Nicholson  - Alternate 

James  Duncan 

Tommy  Griffin 

Jack  Evans 

William  Hammill 

Michael  F.  Patton 

William  Elston 

Frank  Champion 

Sidney  Fulmer 

Jack  Keith 

Bruce  Ford  - Alternate 
Mike  Holmes  - Alternate 
Don  McClure  - Alternate 
James  Kay 
Barney  Williams 
Capers  Hiott 


Union 

Williamsburg 

York 


Harold  P.  Elope 
Joseph  Guess  - Alternate 
Howard  H.  Poston,  Jr. 
Richard  F.  Curtis  - Alternate 
Larry  Frederick 
Rion  Rutledge 
Max  Culp 

Robert  Scoville  - Alternate 
Gaines  Entrekin  - Alternate 


W.  B.  Ardrey,  III  - Alternate 


Classified 

OFFICE  SPACE  AVAILABLE 
Midland  Shopping  Center 

Ground  Floor  S3. 50  sq.  ft. 

Second  Floor  S4.00  sq.  ft.  (includes  heat,  air, 
lights,  maintenance) 

Plenty  Free  Parking 

American  Realty 
Midland  Shopping  Center 
(803)  252-4365 


mountain 
vallev 


Golf's  no  uphill  climb  at 
Sapphire  Valley,  in  the  cool 
North  Carolina  mountains 
. . . our  championship  course 
rolls  gently  through  a vast, 
quiet  valley.  All  that  makes 
a complete  family  resort  is 
here:  12  tennis  courts,  lakes. 
Blue  Ridge  scenery,  the 
stately  1896  Fairfield  Inn 
and  our  luxury  Villas.  Come 
up  for  a day,  or  a lifetime. 
Call  704-743-3441  or  write 
Sapphire  Valley,  Star  Route 
70,  Box  80,  Sapphire,  N.C. 
28774 


Sapphire  Valley 


Brown  Bag  Permit  No.  2265 
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DR.  CHARLES  B.  WHEELER,  JR.,  MAYOR  OF 
KANSAS  CITY  — SOCPAC  LUNCHEON  SPEAKER 


Dr.  Charles  B.  Wheeler,  Jr.,  Mayor  Of 
Kansas  City,  Missouri,  is  a refreshing  con- 
trast to  the  average  politico.  His  open  ap- 
proach to  government,  willingness  to  speak 
frankly  on  public  issues  and  puckish  sense  of 
humor  make  him  truly  one  of  a kind.  From  the 
begining  of  his  political  career,  Wheeler  has 
distinguished  himself  as  an  unconventional 
and  dynamic  officeholder  who  is  ready  to 
meet  controversy  head  on. 

Wheeler’s  political  career  represents  only 
a portion  of  his  achievements.  A certified 
pathologist  by  profession,  he  has  served  as  a 
staff  pathologist  at  several  Kansas  City 
hospitals.  Since  1965,  he  has  operated  his 
own  medical  testing  laboratory,  providing 
special  testing  services  for  local  phy- 
sicians. 

A native  Kansas  Citiart,  he  grew  up  in  the 
Thirty-ninth  Street-Warwick  Boulevard  area 
and  attended  Rollins  Elementary  School. 
He  later  entered  Westport  High  School, 
graduating  when  he  was  only  15.  After 
high  school,  the  future  Mayor  entered  Kansas 
City  Junior  College  to  begin  the  long  years 
of  study  and  training  necessary  to  become  a 
physician.  In  1944,  Wheeler  enlisted  in  the 
U.  S.  Navy  and  continued  his  undergrad- 
uate education  at  the  University  of  Louis- 
ville, graduating  with  a bachelor  of  arts 
degree  in  1946.  That  same  year  the  future 
pathologist  enrolled  at  the  University  of 
Kansas  Medical  School.  He  received  his 
degree  in  1950  and  served  two  years  in  the 
Air  Force  Medical  Corps. 

While  serving  a two-year  residency  at  St. 
Luke’s  Hospital,  he  enrolled  in  evening 
classes  at  the  UKC  School  of  Law7.  Wheeler’s 
objective  in  seeking  a law  degree  wasi  not  to 
prepare  for  the  practice  of  law,  but  to  acquire 
the  legal  knowledge  necessary  for  a career 
as  a forensic  pathologist.  In  1959,  Wheeler 
received  his  J.  D.  degree  from  the  University 
of  Kansas  City  School  of  Law. 

From  1957-1963,  Dr.  Wheeler  served  as 
pathologist  and  director  of  laboratories  at 
Kansas  City’s  General  Hospital  where  he 


had  the  opportunity  to  closely  observe  the 
workings  of  the  Jackson  County  Coroner’s 
office.  At  that  time  it  was  a frequent  practice 
for  the  coroner’s  deputies  to  deliver  bodies 
to  favored  funeral  homes  for  embalming 
before  families  could  be  contacted  and  au- 
topsies performed.  Wheeler’s  knowledge  of 
these  abuses  led  him  to  run  for  county  cor- 
oner in  1964.  He  won  the  election  to  the  cor- 
oner’s post  by  a margin  of  nearly  two-to-one. 
After  his  election,  Wheeler  reorganized  the 
office  operations  on  a professional  basis. 

Following  his  term  as  Coroner,  Wheeler 
was  elected  Western  District  Judge  of  the 
Jackson  County  Court,  at  that  time  the  ad- 
ministrative body  for  Jackson  County.  He 
was  re-elected  in  1968.  Throughout  his  years 
as  a county  court  judge,  Wheeler  built  a 
reputation  as  a proponent  of  economy  and 
professionalism  in  government  while  at  the 
same  time  emerging  as  a leading  advocate 
of  constructive  growth  and  a new  national 
image  for  Kansas  City. 

The  “doctor  in  politics’’  suffered  his  only 
defeat  at  the  polls  when  he  lost  the  1970 
Democratic  primary  election  for  the  office 
of  Presiding  Judge  of  the  Jackson  County 
Court.  This  setback  hardly  slowed  his  political 
career.  In  March,  1971,  Wheeler  was  elected 
to  his  first  term  as  Mayor  of  Kansas  City, 
Missouri.  With  characteristic  energy  and 
determination,  he  worked  vigorously,  if  not 
entirely  successfully,  for  the  passage  of  two 
major  bond  programs  and  led  the  drive  for 
such  public  improvements  as  the  Kemper 
Arena  and  the  H.  Roe  Bartle  Convention  Cen- 
ter. Elected  to  a second  term  of  office  in 
March  of  this  year,  Wheeler  has  continued 
to  seek  a positive  national  image  for  Kan- 
sas City,  spearheading  the  campaign  to  bring 
the  1976  Republican  Convention  to  Kansas 
City. 

On  July  22,  1975  Wheeler  announced  his 
intention  to  seek  the  1976  Democratic  Vice- 
Presidential  nomination.  Whether  or  not 
Charles  B.  Wheeler  moves  to  national  office 
or  stays  as  Mayor,  he  may  be  expected  to 
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continue  his  winning  approach  to  govern- 
ment. He  presents  a rare  combination  of  keen 
intelligence,  phenomenal  energy,  genuine 
concern  for  his  constituents  and  political 
savvy.  His  whimsical,  dry  sense  of  humor, 
which  he  frequently  displays,  provides 
needed  comic  relief  from  the  leaden  atmos- 
phere that  often  surrounds  public  affairs.  □ 


RESOLUTIONS  TO  BE 
PRESENTED  AND  VOTED 
ON  AT  THE 
ANNUAL  MEETING 

WHEREAS,  The  Spartanburg  County 
Medical  Society  has  carefully  reviewed  the 
resolution  presented  by  the  Reference  Com- 
mittee on  miscellaneous  business  of  the 
South  Carolina  Medical  Association  which 
was  passed  at  the  winter  meeting  of  the  South 
Carolina  Medical  Association,  setting  up  a 
committee  to  establish  upper  limits  of  uniform 
standard  payment  for  services,  regardless  of 
the  type  or  location  of  practice,  the  Society 
has  noted  the  following: 

1.  Equal  service  cannot  be  defined.  Even 
among  physicians  of  like  training  and  back- 
ground, there  are  differences  in  the  quality 
of  service  offered  and  submitted  under  the 
same  code.  Attempting  to  lump  all  physicians 
together  under  one  code  for  the  same  service 
is  ignoring  the  fact  that  some  doctors  give 
special  attention  to  services  defined  by  cer- 
tain codes  and  minimum  attention  to  others, 
thus,  such  a system  would  unfairly  reward 
some  and  penalize  others. 

2.  Reimbursement  schedules  are  already 
well  established  along  reasonably  equal  com- 
parisons for  like  physicians.  These  schedules 
required  years  of  hard  work  to  develop  and 
suddenly  lumping  everybody  together  and  es- 
tablishing a standard  maximum  reimburse- 
ment schedule  is  discriminating  against  those 
physicians  who  have  devoted  extra  effort  to 
see  that  their  patient  reimbursement  sched- 
ules are  fair  for  the  services  rendered. 

3.  Such  a system  is  one  step  away  from  fee 
setting,  and  hints  of  collusion. 


4.  The  makeup  of  the  committee  with  two 
surgeons,  three  general  practitioners,  and 
one  dermatologist  is  not  representative  of 
the  physicians  in  the  state  on  whom  this 
schedule  is  to  be  thrust. 

5.  There  has  been  a lack  of  accurate  in- 
formation distributed  to  the  membership  of 
the  S.  C.  Medical  Association  statewide  as 
to  the  nature  of  this  resolution. 

6.  Blue  Cross-Blue  Shield  is  the  agency 
being  consulted  for  data  to  determine  such  a 
fee  schedule.  It  obviously  behooves  them  and 
the  federal  government,  whom  they  are  work- 
ing with,  to  establish  a schedule  that  works  to 
their  benefit  — to  increase  their  sales  (control) 
over  the  state  insurance  for  medical  care.  If  a 
schedule  must  be  established  at  all,  our  state 
association  should  be  soliciting  fee  ranges  from 
all  doctors  and  establish  our  own  recom- 
mended range. 

7.  Such  a system  is  conducive  to  a further 
loss  of  individual  freedom  in  the  practice  of 
medicine;  and  it  fails  to  award  individual  merit 
and  professional  attainment,  thereby  repres- 
sing incentive  that  could  lead  to  mediocrity 
rather  than  serve  as  a stimulus  for  higher  pro- 
fessional attainment  in  the  care  of  the  people 
of  South  Carolina. 

8.  It  pretends  to  deny  the  existence  of  spec- 
ialists. 

9.  Courts  of  law  have  affirmed  that  a high- 
er quality  of  care  is  expected  of  a specialist 
when  working  in  his  field  than  any  physician 
not  specially  trained  in  that  field.  This  is 
reaffirmed  annually  by  the  difference  in  mal- 
practice rates  for  various  specialists. 

10.  It  penalizes  physicians  who  see  fewer 
patients  and  spend  a greater  time  and  effort 
on  the  patients  he  attends,  thus,  such  a system 
awards  quantitative  practice  and  penalizes 
qualitative  practice. 

11.  Such  a grouping  of  physicians  would 
offer  easier  control  (loss  of  freedom),  as  our 
government  further  involves  itself  in  the 
practice  of  medicine. 

AND,  WHEREAS,  The  S.  C.  Medical 
Association  at  its  winter  meeting  chose  to 
emphasize  the  above  resolution  rather  than 
concern  itself  with  the  already  existing  law, 
Bill  No.  149  (The  McCloud  Bill)  passed  by  the 
S.C.  legislature  and  due  to  go  into  effect 

(continued  on  page  151) 
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July,  1976,  which  carries  with  it  the  risk  of 
reducing  all  reimbursements  to  the  lowest 
possible  level. 

AND,  WHEREAS,  The  Spartanburg  Coun- 
ty Medical  Society  recognizes  that  there  is 
an  unfair  structuring  of  reimbursements 
according  to  the  location  of  practice,  penal- 
izing physicians  for  going  into  areas  of  higher 
need, 

BE  IT  RESOLVED  that, 

1.  The  Council  of  the  S.  C.  Medical  As- 
sociation interrupt  the  activities  of  this 
special  committee  and  no  further  meetings  of 
this  committee  be  held  until  members  are 
added  to  the  committee  for  each  statewide 
specialty  organization. 

2.  That  this  committee  receive  data  from 
Blue  Cross-Blue  Shield  as  information, 
and  then  turn  its  attention  first  to  the  preven- 
tion of  any  reduction  in  any  reimbursement 
schedule  for  any  physician  across  the  state  as 
a result  of  the  McCloud  Bill  and  the  elevation 
of  rural  fees  to  the  level  of  the  metropolitan 
doctor  with  the  use  of  appropriate  public 
relations  to  emphasize  the  discrimination 
against  the  physicians  in  rural  areas. 

3.  That  all  members  of  the  S.  C.  Medical 
Association  be  apprised  in  details  of  the 
makeup  of  the  committee  and  action  taken. 

4.  And  the  opportunity  be  afforded  for 
each  County  Medical  Society  to  review  this 
problem  and  prepare  opinions  to  be  submitted 
to  the  committee  and  to  the  full  delegate 
body  at  the  May,  1976,  meeting. 


Introduced  by:  Berkeley  County  Medical 
Society 

Subject:  Medex 
BE  IT  RESOLVED: 

THAT,  the  Berkeley  County  Medical 
Society  endorse  and  support  the  Medex 
Program  as  originally  designed,  and, 

THAT,  the  Society  urges  that  undue 
restrictions  be  avoided  so  that  licensed 
Medex  practitioners  may  more  effectively 
assist  their  designated  physicians,  and, 

THAT,  more  reliance  be  placed  on  phy- 
sicians to  judge  the  capability  of  their  assist- 
ants, and 

THAT,  physicians  who  abuse  the  program 
be  disciplined,  rather  than  curtail  the  entire 
program  and  the  capable  Medex  practi- 
tioners and  their  physician  designee,  and 


THAT,  a careful  review  be  made  of  the 
contrast  between  the  minimal  restrictions 
placed  on  nurse  practitioners,  especially 
those  in  governmental  programs,  and  the 
limitations  placed  on  Medex  assistants  in 
physicians’  offices. 


TO:  President  and  Secretary  of  all 

Component  County  Medical  Societies 
FROM:  William  H.  Hunter,  M.D.,  Speaker 

of  the  House  of  Delegates 
SUBJECT:  AMENDMENTS  TO 

CONSTITUTION: 

Pursuant  to  Article  XIII,  you  are  hereby 
notified  that  the  following  proposed  Amend- 
ments to  the  Constitution  of  the  South  Caro- 
lina Medical  Association  will  be  taken  from 
the  table  and  voted  on  at  the  next  Annual 
Meeting  of  the  House  of  Delegates,  May  3,  4, 
5,  1976,  at  the  Landmark  Motor  Inn,  Myrtle 
Beach,  South  Carolina,  to  wit: 

1.  Article  V,  Section  1,  #(5): 

Strike  the  present  wording  and  substitute 
the  following:  “a  physician  member  of  the 
State  Board  of  Health  and  Environmental 
Control  to  be  appointed  by  the  State  Board 
of  Health  and  Environmental  Control  pro- 
vided he  is  a member  of  the  Association.” 

2.  Article  V,  Section  1,  #(8): 

Change  to  read:  “the  President  of  the  Med- 
ical University  of  South  Carolina  and  the 
Dean  of  the  School  of  Medicine  of  the  Uni- 
versity of  South  Carolina  provided  that 
they  are  members  of  the  Association.” 

3.  Article  V,  Section  1,  #( 9): 

Change  to  read:  “the  Presidents  of  the  se- 
nior classes  of  the  schools  of  medicine  in 
South  Carolina.” 

4.  Article  VI: 

Change  the  first  two  sentences  to  read: 
“The  Council  shall  consist  of  one  Councilor 
from  each  of  the  medical  districts  in  the 
State,  the  President,  Vice  President,  the 
President-Elect,  the  Secretary,  and  the 
AMA  Delegates,  all  with  vote.  The  Speak- 
er, the  Vice  Speaker,  the  Treasurer,  the 
Editor  of  the  Journal,  and  the  AMA  Alter- 
nate Delegates  shall  be  ex  officio  members 
of  the  Council  without  vote.” 
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COMMITTEE  REPORTS 

CONSTITUTION  AND  BY-LAWS  COMMITTEE 


The  committee  met  to  review  those  rec- 
ommendations made  at  the  Annual  Meetings 
in  May  and  November  of  1975,  and  further 
to  review  those  recommendations  for  study 
received  subsequent  to  that  time. 

Recommendation  1:  The  Committee  rec- 
ommends that  the  Constitution  & Bv-Taws 
submitted  in  1975  by  the  Component  Unit 
of  Interns  and  Residents  not  be  accepted 
since  legal  counsel  has  advised  such  Con- 
stitution & By-Laws  to  be  in  conflict  with 
the  Constitution  & By-Laws  of  the  South 
Carolina  Medical  Association. 

Recommendation  2:  For  final  consideration, 
the  Committee  continues  to  recommend  the 
addition  to  Article  5,  Section  1 of  the  SCMA 
Constitution,  the  #10  to  read...  “the  parlia- 
mentarian of  the  House  of  Delegates  with 
vote.” 

Recommendation  3:  As  recommended  by 
the  President  and  the  Long-Range  Planning 
Committee,  this  committee  studied  the  pos- 
sible re-structuring  of  the  officer  struc- 
ture of  the  Association  to  provide  for  a Sec- 
ond Vice  President.  The  committee  recom- 
mends, therefore,  that  Article  IX,  Section  1 
of  the  Constitution  read  as  follows:  “The  of- 
ficers of  the  Association  shall  be  a President, 
a President-Elect,  a First  Vice  President,  a 
Second  Vice  President,  a Secretary,  a Trea- 
surer who  may  or  may  not  be  a member  of 
the  Association,  and  one  Councilor  from  each 
of  the  medical  districts  in  the  State.”  Sub- 
sequent By-Laws  changes  to  set  forth  the 
duties  of  the  First  and  Second  Vice  Presidents 
are  to  be  considered  at  a later  date. 

Recommendation  4:  As  recommended  by 
Council  at  its  meeting  on  January  16,  1976, 
the  Committee  studied  the  possibility  of 
deleting  from  the  SCMA  By-Laws,  Chapter  7, 
Section  2 the  following  wording:  “An  appeal 
from  the  decision  of  the  Council  may  be 
taken  to  the  House  of  Delegates.”  The  Com- 
mittee recommended  that  such  deletion  be 
effected. 

Recommendation  5:  In  Chapter  III,  Sec- 
tion 1 of  the  SCMA  By-Laws  regarding  Gen- 
eral Meetings,  the  Committee  recommends 


that  the  following  wording  at  the  end  of  the 
paragraph  be  deleted:  “...and  such  sci- 

entific programs  and  discussions  as  may  be 
arranged  for  in  the  program.” 

Recommendation  6:  That  portion  of  the 
Long  Range  Planning  Committee’s  report 
which  calls  for  the  Constitution  and  By- 
Laws  Committee  to  study,  analyze,  review 
and  bring  up  to  date  the  Constitution  and 
By-Laws,  was  considered  and  discussed. 
For  the  purpose  of  implementing  this  action, 
it  was  requested  that  ali  members  of  the 
Constitution  and  By-Laws  Committee  be 
furnished  copies  of  the  AMA  Constitution 
and  By-Laws  for  study  prior  to  the  com- 
mittee’s next  meeting. 

Further,  the  committee  accepted  as  information 
those  Amendments  to  the  Constitution 
which  were  tabled  at  the  meeting  in  May, 
1975,  to  be  brought  forth  for  final  consider- 
ation at  the  1976  meeting,  to  appear  on  the 
program  under  “Unfinished  Business:  Pre- 

viously Tabled  Amendments  to  the  Con- 
stitution.” The  Amendments  have  been 
distributed  to  County  Medical  Societies 
and  are  scheduled  to  appear  in  the  Con- 
vention issue  of  the  Journal  as  well  as  in  the 
Delegates  Handbooks. 

John  C.  Beard  Jr.,  M.D.,  Chairman 

EMERGENCY  MEDICAL 
SERVICES  COMMITTEE 

Progress  has  been  made  in  improving 
Emergency  Medical  Services  in  South  Car- 
olina, co-ordinating  the  various  departments 
to  provide  this  service  in  and  out  of  the 
hospitals.  Our  work  has  primarily  been 
involved  with  ambulance  vehicle  require- 
ments,training  of  emergency  personnel  as 
emergency  medical  technicians  and  further 
education  of  the  nursing  personnel  through 
continuing  education  and  refresher  courses. 

A Steering  Committee  for  EMS  is  com- 
posed of: 

Directors  of  Medical  Education  of 
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AHEC  and  Consortium  Hospitals 
of  Greenville,  Spartanburg,  Columbia, 
Florence  and  Charleston 
Directors  of  Nursing  in  these  hospitals. 
Representatives  from  Nursing  in  MUSC, 


USC,  in  Clemson. 

Representatives  from 
Association. 

S.  C. 

Nursing 

Representatives  from 
Medical  Association. 

South 

Carolina 

Representatives  from 
Hospital  Association. 

South 

Carolina 

Emergency  Medical  Service  Advisory 
Committee. 


Director  of  Environmental  Health  and 
Safety  DHEC. 

Trauma  Director  from  MUSC. 

Director  of  Continuing  Education  of 
MUSC  and  Staff  members  in  charge 
of  inservice  training  in  Consotrium 
Hospitals. 

Scheduled  meetings  have  been  arranged 
through  Dr.  Vince  Mosley,  Director  of  the 
Division  of  Continuing  Education  MUSC. 

A Critical  Care  Nurse’s  curriculum  has 
been  submitted  which  would  permit  teaching 
of  courses  in  critical  care  areas  with  stan- 
dardization and  utilization  of  all  trained 
nurses  in  any  region  of  the  state.  Emergency 
room  physicians  and  personnel  are  now 
being  trained  and  evaluated  as  to  need  in 
the  complex  picture  of  trauma  and  emergency 
care.  Five  courses  in  training  Advanced 
Emergency  Medical  Technicians  have  been 
completed,  two  in  Charleston,  two  in  Co- 
lumbia, and  a recent  course  in  Spartanburg 
adding  twenty  new  members.  Almost  100 
have  now  passed  and  been  certified  as  Ad- 
vanced Emergency  Medical  Technicians  with 
300  hours  training  in  Emergency  Room  Care 
with  Intravenous  Therapy,  Defibrillation, 
Coronary  Care  Work  with  EKG’s  Intensive 
Care  Units,  Recovery  Room,  Operating 
Room  observation  and  Obstetrics.  Victims  of 
accidents  and  medical  emergencies  can  be 
treated  by  these  personnel  in  this  para 
medical  field  under  the  supervision  of  phy- 
sicians and  contribute  a very  important  part 
to  emergency  medical  care  in  our  state. 

The  State  Emergency  Medical  Service 
Committee  is  especially  grateful  to  Dr. 
Vince  Mosley  and  Dr.  Max  Rittenbury  for 
their  leadership  and  co-ordination  of  the 


Emergency  Medical  Services  in  South  Caro- 
lina. 

Respectively  Submitted: 

Richard  S.  Wilson,  M.D. 

Chairman  of  South  Carolina  Medical 
Association 

Committee  on  Emergency  Medical 
Services 

CONTINUING  EDUCATION 
COMMITTEE 

Members  of  the  SCMA  Continuing  Educa- 
tion Committee  are:  Vince  Moseley,  M.D., 
Chairman,  M.  Gordon  Howie,  M.D.,  C.  B. 
Hanna,  M.D.,  Laurie  N.  Ervin,  M.D., 
John  W.  Brown,  M.D.,  Joel  W.  Wyman, 
M.D.,  Hiram  B.  Curry,  M.D.,  E.  Mims  Mob- 
ley, Jr.,  M.D.,  N.  B.  Baroody,  Jr.,  M.D., 
James  G.  Halford,  Jr.,  M.D.,  William  Brock- 
ington,  M.D.,  and  Joe  E.  Freed,  M.D. 

January  20,  1975  — The  Committee  con- 
sidered, at  the  request  of  the  S.C.  Nurses’ 
Association,  its  proposals  for  a continuing 
education  project  and  unanimously  endorsed 
it. 

March  19,  1975  — The  Committee  site 
visited  the  19th  Greenville  Postgraduate 
Medical  Seminar  and  recommended  Cat- 
egory I accreditation  of  the  seminar  for  a 
period  of  3 years  to  be  revisited  March  1978 
with  a progress  report  to  be  submitted  to 
the  Committee  in  advance  of  the  next  site 
visit. 

April  9,  1975  — The  Committee  received  a 
letter  of  notification  from  Dr.  C.  H.  Wil- 
liam Ruhe,  secretary  of  the  Council  on  Med- 
ical Education  of  the  AMA,  announcing  that 
the  S.C.  Medical  Association’s  program  of 
accreditation  in  continuing  education  has 
been  granted  full  approval  by  the  Council  on 
Medical  Education  for  a period  of  4 years. 

May  7,  1975  — The  Committee  recommend- 
ed accreditation  of  the  Annual  Scientific 
Program  of  the  SCMA  for  Category  I AMA 
Physician’s  Recognition  Award  Credit.  The 
Committee  also  stipulated  that  the  Annual 
Proposed  Program  be  reviewed  in  advance 
for  the  purpose  of  establishing  the  num- 
ber of  credit  hours  to  be  allocated. 

September  8,  1975  — The  Site  Visit  Team 
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from  the  Committee  visited  the  Columbia 
Medical  Society  and  recommended  that  the 
S.C.  program  for  the  Columbia  Medical 
Society  be  given  Category  I accreditation 
with  the  provision  that  the  program  be  re- 
visited by  the  Site  Visit  Team  for  renewal 
of  accreditation  in  1978  and  that  a progress 
report  be  submitted  to  the  Committee  prior 
to  the  reappraisal  site  visit. 

October,  1975  The  Committee  studied 
the  question  of  appropriate  liaison  between 
the  SCMA  and  Admissions  Committee  of 
the  Medical  College  of  the  Medical  Uni- 
versity of  S.C.  Comments  as  elicited  were 
collated  and  summarized  and  presented  to 
the  Council  of  the  SCMA  with  the  recommen- 
dation that  this  matter  at  best  be  referred 
to  the  Dean  of  the  Medical  College,  the  Pre- 
sident, and  the  Board  of  Trustees. 

November  15,  1975  — The  Committee  met 
at  9:30  a.m.  in  conjunction  with  the  Mid- 
Winter  Meeting  of  the  SCMA  at  the  Sheraton 
Motor  Inn,  Greenville,  S.C.  The  following 
recommendations  were  submitted  to  Council: 

The  following  recommendation  from  the 
Continuing  Education  Committee  was  sent 
to  Council  on  the  afternoon  of  November 
15,  1975.  “The  Continuing  Education  Com- 
mittee feels  there  are  already  sufficient 
educational  activities  available  that  are  well- 
distributed  over  the  state  and  in  close  prox- 
imity to  every  practicing  physician.  The  im- 
petus should  be  on  encouragement  of  the 
physician  in  his  attendance  in  every  way 
possible.  The  Committee  suggests  having 
the  county  medical  societies  keep  a re- 
cord of  continuing  education  activities  of 
every  member.  The  Committee  also  feels  that 
the  ‘workshop’  format  is  not  desirable  for 
the  scientific  program  at  the  Annual  Meeting 
of  the  SCMA.” 

The  need  for  this  Committee  to  keep  in 
close  touch  with  the  Scientific  Program 
Chairman,  Dr.  Lucien  Brailsford,  regarding 
proper  funding  by  SCMA  for  the  scieitific 
meetings  of  the  annual  sessions  was  again 
discussed.  It  was  felt  that  unless  this  was 
carefully  monitored,  and  unless  proper 
funding  was  given  by  the  SCMA,  the  quality 
of  the  scientific  programs  would  decrease. 

February  25-26,  1976  — The  Site  Visit 
Team  of  the  Committee  visited  Greenville 
Hospital  Systems  on  these  dates  and  rec- 


ommended accreditation  of  the  continuing 
education  program  for  Category  I AMA  Phy- 
sician’s Recognition  Award  Credit  for  a 
period  of  three  years  and  in  the  third  year, 
1979,  that  reapplication  to  the  Committee 
lor  resurvey  be  submitted  and  to  be  acccom- 
anied  by  a full  progress  report. 

Vince  Moseley,  M.D. 

Chairman 

REPORT  OF  THE 
SCIENTIFIC  PROGRAM 
COMMITTEE 

Because  of  the  budgetary  limitations  im- 
posed upon  me  and  my  committee,  we  have 
actually  been  essentially  unable  to  function 
as  a committee.  As  requested  by  Council, 
I attempted  to  find  financing  for  the  medical 
speakers  from  the  various  drug  companies  or 
any  other  sources.  In  order  to  do  this,  I had 
to  compromise  and  to  some  extent,  accept  the 
offerings  of  the  various  drug  companies  and 
could  not  in  actuality  plan  a program.  Dr. 
Gordon  Howie  was  of  great  assistance  to  me 
as  former  chairman  of  this  committee.  I be- 
lieve that  he  would  be  of  great  assistance  to 
anyone  in  this  position  in  the  future.  Dr. 
Joseph  Ross  was  able  to  advise  me  about 
some  of  the  speakers,  whenever  I did  have  a 
choice,  and  was  likewise  able  to  contribute. 
If  asked  to  do  so,  I would  serve  on  the  Sci- 
entific Program  Committee  another  year  but 
not  as  chairman.  The  amount  of  time  and 
energy  to  develop  an  adequate  program  under 
the  circumstances  I have  encountered  this 
year,  I will  not  be  able  to  expend  this  coming 
year  because  of  previous  commitment. 

REPORT  OF  THE 
PRESIDENT 
SOUTH  CAROLINA 
MEDICAL  CARE 
FOUNDATION 

The  South  Carolina  Medical  Care  Foun- 
dation continues  to  grow  representing  over 
75%  of  the  physicians  in  South  Carolina, 
with  a current  membership  of  over  2000. 
We  continue  to  be  optimistic  about  the 
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steady  growth  of  the  membership,  and  feel 
that  we  will  continue  to  grow  as  more  phy- 
sicians become  involved  with  the  program. 

The  implementation  of  PSRO  review  in 
the  acute  care  hospitals  in  South  Carolina 
is  proceeding  on  schedule.  Beginning  with 
the  hospitals  coming  under  PSRO  review  in 
March.  1976.  implementation  took  place 
monthly  instead  of  bi-monthly  as  was  the 
practice  with  previous  implementation 
groups.  This  will  allow  for  100^7  implemen- 
tation in  the  acute  care  hospitals  in  the 
state  by  July  1.  1976.  Including  the  May 
implementation  group,  there  are  61  hospitals 
under  PSRO  review.  Of  these  hospitals.  27 
have  been  granted  total  delegation.  24  are  par- 
tially delegated  and  10  are  non-delegated. 
The  PSRO  employs  43  program  review  coor- 
dinators either  on  a full  or  part-time  basis 
in  the  partially  and  non-delegated  hospitals. 
It  is  important  to  note  that  as  a result  of  the 
PSRO  Program,  physicians  in  many  South 
Carolina  hospitals  are  now  being  paid  for  per- 
forming medical  reviews  for  the  first  time  in 
South  Carolina. 

continue  to  function  effectively.  The  Health 
Care  Guidelines  and  Education  Committee 
has  recently  completed  several  revisions 
and  additions  to  the  PSRO  Guidelines  for 
Health  Care  Evaluation.  The  Committee 
used  modifications  from  local  medical  staffs, 
comments  from  Program  Review  Coordina- 
tors, as  well  as  their  own  expertise  in  de- 
veloping criteria  for  diagnostic  admissions, 
terminal  care  patients,  and  patients  whose 
hospitalization  is  necessary  for  socio-econ- 
onmic  reasons. 

In  order  to  actively  involve  more  phy- 
sicians in  PSRO  committee  functions.  Re- 
gional Medical  Audit  Committees  have  been 
established  in  five  regions  throughout  the 
state.  The  purpose  of  these  regional  audit 
committees  will  be  to  identify  study  topics, 
set  criteria  for  review,  evaluate  findings, 
and  recommend  action.  The  committee  will 
carry  out  these  functions  for  all  studies 
conducted  in  non-delegated  hospitals  and  one 
physician  from  each  of  the  hospitals  located 
in  the  region  has  been  designated  to  serve 
on  the  committee. 

The  PSRO  Advisory  Committee,  composed 


of  representatives  from  the  S.  C.  Dental 
Association,  S.  C.  Nurses  Association,  S. 
C.  Hospital  Association,  S.  C.  Medical  Re- 
cord Association.  S.  C.  Society  of  Hospital 
Pharmacists,  S.  C.  Health  Care  Association, 
and  the  S.  C.  Dietetic  Association,  is  in  the 
process  of  developing  peer  review  standards 
for  their  respective  organizations.  This 
group  meets  quarterly,  with  the  PSRO  pro- 
viding coordination  and  technical  assistance. 

The  PSRO  Peer  Review  Committee  has 
been  meeting  on  a monthly  basis  in  order  to 
conform  with  the  monthly  implementation 
schedule.  The  Committee  members  have 
also  been  present  at  the  PSRO  eval- 
uation teams’  on-site  visits  to  the  hospitals. 

A data  processing  system  has  been  devel- 
oped for  use  in  the  PSRO  Program.  A con- 
tract has  been  awarded  to  Blue  Cross  Blue 
Shield  of  South  Carolina  as  the  data  proces- 
sor. Called  the  PSRO  Basic  Reporting  Sys- 
tem (PBRS),  the  system  is  problem  oriented 
with  data  storage  and  retrieval  features. 
It  has  the  capacity  to  combine  a variety  of 
data  with  computer  capabilities  and 
permits  the  linkage  of  component  variables 
in  unlimited  combinations  for  rapid  and 
precise  analysis  of  large  volumes  of  complex 
information.  The  system  provides  for  the 
development  of  norms,  the  identification  of 
deviant  patterns  or  cases,  hypothesis  testing, 
long  term  monitoring,  and  trend  analysis. 

Physician  acceptance  and  participation 
has  been  and  will  continue  to  be  the  key  to 
the  success  of  PSRO  in  South  Carolina.  In 
the  coming  year,  we  will  strive  to  make  im- 
provements in  our  review’  system.  Studies 
will  be  performed  in  order  to  validate  the 
diagnostic  criteria  now  in  use  in  the  hos- 
pitals. Additionally,  we  plan  to  expand  the 
scope  of  our  review  system  to  include  acute 
care  psychiatric  and  mental  health  facilities 
as  well  as  the  extended  care  facilities  in  the 
state. 

On  behalf  of  the  South  Carolina  Medical 
Care  Foundation.  I would  like  to  thank  the 
physicians  of  South  Carolina  for  their  con- 
tinued cooperation  and  support  of  the  PSRO 
Program. 


April.  1976 
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SCIENTIFIC  PROGRAM 


TUESDAY,  MAY  4,  1976 


8:30  a.m.  - BREAKFAST  SESSION 

GRAND  STRAND  I 
SPEAKERS 

Dr.  Raymond  Bauer 
Neurology 

Dr.  James  Morris 
Cardiology 

Dr.  Robert  Morrison 
Internal  Medicine 

GRAND  STRAND  II 
SPEAKERS 

Dr.  Lemuel  Bowden 
Surgery 

Dr.  Andrew  Whealton 
Renology 


GENERAL  PROGRAM 
GRAND  STRAND  - 2 

10:00  a.m.  Dr.  Robert  Morrison 
Electrolyte  Problems  in 
Clinical  Medicine 


11:00  a.m.  Dr.  Lemuel  Bowden 
Soft  Tissue  Sarcomas 

12:00  noon  Dr.  James  Morris 
Pacemakers 

12:40  p.m.  - 

1:10  p.m.  Question  and  Answer  Period 

1:10  p.m.  ALUMINI  LUNCHEON  - 

MAIN  DINING  ROOM 
Everyone  Invited 

VISIT  EXHIBITS 


2:30  p.m.  Dr.  Raymond  Bauer 
Office  Management  of 
Parkinson’s  Disease 

3:30  p.m.  Dr.  Andrew  Whealton 

Mechanisms  of  Immunologic 
Renal  Disease  and  Response 
to  Therapy 

4:10  p.m.  - 

4:30  p.m.  Question  and  Answer  Period 


SPEAKERS 


ROBERT  S.  MORRISON,  M.D. 

INTERNAL  MEDICINE 

Dr.  Morrison  received  his  M.D.  degree  from 
Harvard  Medical  School  in  1950.  He  com- 
pleted his  internship.  Junior  and  Senior  Res- 
idencies in  Medicine  and  a fellowship  in  Car- 
dio-Renal  Disease  at  Peter  Bent  Brigham  Hos- 
pital in  Boston.  He  is  certified  by  the  Amer- 
ican Board  of  Internal  Medicine,  a member 
of  the  American  Society  of  Nephrology  and 
the  American  Society  of  Artificial  Internal 
Organs.  He  is  Associate  Professor  of  Medicine 
at  Tufts  University  School  of  Medicine,  Clin- 
ical Instructor  of  Medicine  at  Harvard  Med- 
ical School,  Chief  of  Professional  Services 
and  Director  of  the  Rena'l  Division  of  Lemuel 
Shattuck  Hospital  in  Boston,  Associate  in 
Medicine  Peter  Bent  Brigham  Hospital,  Con- 
sultant in  two  other  hospitals  in  Boston  and  a 
Member  of  the  Board  of  Health,  Hingham, 
Massachusetts.  His  participation  in  this  pro- 
gram is  sponsored  by  Searle  Drug  Company. 

JAMES  J.  MORRIS,  JR..,  M.D. 

INTERNAL  MEDICINE 

Dr.  Morris  received  his  M.D.  degree,  Sum- 
ma  Cum  Laude,  in  1959  from  the  Downstate 
Medical  Center  of  the  State  University  of 
New  York.  He  completed  his  internship  and 
internal  medicine  residency  at  Duke  Univer- 
sity Hospital  and  Duke  University  V.  A.  Hos- 
pital in  1964.  He  completed  a Special  Research 
Fellowship  in  Cardiology  at  Duke  University 
Hospital  in  1965.  He  has  an  extensive  range  of 
publications  in  cardiology.  A member  of  the 
American  Board  of  Internal  Medicine  and  Car- 
diovascular Diseases,  he  has  membership  in  a 
number  of  societies  and  associations,  including 
presidency  of  the  North  Carolina  Heart  Asso- 
ciation. He  is  currently  an  Associate  Professor 
of  Medicine  and  Project  Director,  Myocardial 
Infarction  Research  Unit,  Department  of  Med- 
icine, Duke  University  Medical  Center,  Dur- 
ham, North  Carolina.  Dr.  Morris’  participation 
in  this  program  is  sponsored  by  Medtronic, 
Incorporated. 
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Famous  Fighters 


NEOSPORIN  Ointment 

(polymyxin  B-bacitracin-neomycin) 

is  a famous  fighter,  too. 

Provides  overlapping,  broad-spectrum  antibacterial  action  to  help  combat 
infection  caused  by  common  susceptible  pathogens  (including  staph  and  strep). 


:h  gram  contains:  Aerosporin®  brand  Polymyxin  B Sulfate  5,000  units:  zinc 
itracin  400  units;  neomycin  sulfate  5 mg  (equivalent  to  3 5 mg  neomycin  base): 
dal  white  petrolatum  qs  in  tubes  of  1 oz  and  1/2  oz  and  1/32  oz  (approx.) 
packets. 

IICATIONS:  Therapeutically  (as  an  adjunct  to  systemic  therapy  when  indicated) 
topical  infections,  primary  or  secondary,  due  to  susceptible  organisms,  as  in: 
nfected  burns,  skin  grafts,  surgical  incisions,  otitis  externa  • primary 
'dermas  (impetigo,  ecthyma,  sycosis  vulgaris,  paronychia)  • secondarily 
ded  dermatoses  (eczema,  herpes,  and  seborrheic  dermatitis)  • traumatic 
ons,  inflamed  or  suppurating  as  a result  of  bacterial  infection. 
phylactically,  the  ointment  may  be  used  to  prevent  bacterial  contamination  in 
ns,  skin  grafts,  incisions,  and  other  clean  lesions.  For  abrasions,  minor  cuts 
I wounds  accidentally  incurred,  its  use  may  prevent  the  development  of  infec- 
) and  permit  wound  healing.  CONTRAINDICATIONS:  Not  for  use  in  the  eyes  or 
?rnal  ear  canal  if  the  eardrum  is  perforated.  This  product  is  contraindicated  in 
se  individuals  who  have  shown  hypersensitivity  to  any  of  the  components. 
RNING:  Because  of  the  potential  hazard  of  nephrotoxicity  and  ototoxicity  due  to 


neomycin,  care  should  be  exercised  when  using  this  product  in  treating  extensive 
burns,  trophic  ulceration  and  other  extensive  conditions  where  absorption  of 
neomycin  is  possible.  In  burns  where  more  than  20  percent  of  the  body  surface  is 
affected,  especially  if  the  patient  has  impaired  renal  function  or  is  receiving  other 
aminoglycoside  antibiotics  concurrently,  not  more  than  one  application  a day  is 
recommended  PRECAUTIONS:  As  with  other  antibacterial  preparations,  prolonged 
use  may  result  in  overgrowth  of  nonsusceptible  organisms,  including  fungi. 
Appropriate  measures  should  be  taken  if  this  occurs.  ADVERSE  REACTIONS: 
Neomycin  is  a not  uncommon  cutaneous  sensitizer.  Articles  in  the  current  litera- 
ture indicate  an  increase  in  the  prevalence  of  persons  allergic  to  neomycin.  Oto- 
toxicity and  nephrotoxicity  have  been  reported  (see  Warning  section). 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 
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Research  Triangle  Park 
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SCIENTIFIC  PROGRAM 
SPEAKERS  CONTINUED 


ANDREW  WHEALTON,  M.B.,  B.Ch., 
B.A.O.,  M.D. 

Dr.  Whealton  received  his  medical  degrees, 
graduating  with  Honors  in  Medicine  from  the 
National  University  of  Ireland  in  1963.  He 
completed  his  internship  and  internal  med- 
icine residency  at  the  John  Hopkins  University 
School  of  Medicine  in  1969,  having  served  in 
the  United  States  Army  at  Walter  Reed  Army 
Institute  of  Research,  and  Commanding  Of- 
ficer, U.S.  Army  Renal  Unit  in  Siagon,  Viet- 
nam. He  is  a fellow  of  the  American  College 
of  Clinical  Pharmacology,  a member  of  a num- 
ber of  medical  societies,  and  associations,  Con- 
sultant in  Renal  Disease  to  the  U.  S.  Public 
Health  Service,  Surgeon  General  of  the  Air 
Force,  and  presently  is  associate  Professor  of 
Medicine  at  the  John  Hopkins  University 
School  of  Medicine  in  Baltimore,  Maryland. 
Dr.  Whealton’ s participation  in  this  program  is 
sponsored  by  Phizer  Laboratories. 

LEMUEL  BOWDEN,  M.D.,  F.A.C.S. 
SURGERY 

Dr.  Bowden  graduated  from  Harvard  Med- 
ical School  in  1939.  His  internship  and  portion 
of  his  residency  training  were  spent  at  the 
Massachusetts  General  Hospital  in  Boston. 
He  completed  his  surgical  residency  training 
at  Memorial  Hospital  in  New  York  City.  He 
served  on  the  surgical  faculty  of  Cornell  Med- 
ical University  and  worked  in  Experimental 
Surgery  at  the  Sloan  Kettering  Institute  in  the 
1 950’s.  He  is  presently  a Consultant  at  Mem- 
orial Sloan  Kettering  Cancer  Center,  attending 
Surgeon  at  Doctors  Hospital  and  Beekman 
Downtown  Hospital  in  New  York  City,  and  as- 
sistant Professor  of  Clinical  Surgery,  Cornell 
Medical  School.  He  is  certified  by  the  Amer- 
ican Board  of  Surgery,  a Fellow  of  the  Amer- 
ican College  of  Surgeons.,  and  a member  of  a 
number  of  medical  and.  scientific  societies. 
Dr.  Bowden’s  participation  in  this  program  is 
sponsored  by  the  Division  of  Continuing  Edu- 
cation of  the  Medical  University  of  South 
Carolina. 

DR,  RAYMOND  B.  BAUER,  M.D. 

Dr.  Bauer  graduated  from  Marquette  Uni- 


versity School  of  Medicine,  Milwaukee,  Wis- 
consin, now  the  Medical  College  of  Wisconsin 
in  1954.  He  completed  his  internship  at  De- 
troit General  Hospital  and  medical  residency 
and  neurology  residency  at  Wayne  State  Uni- 
versity and  Detroit  General  Hospital.  He  has 
been  on  the  staff  of  Wayne  State  University 
since  1955  without  interruption.  Dr.  Bauer’s 
main  interest  has  been  clinical  research  in 
cerebrovascular  diseases,  in  which  area  he  has 
about  fifty  publications.  He  has  been  closely 
involved  with  the  treatment  of  Parkinson’s 
Disease  since  the  introduction  of  L-Dopa  in 
the  Wayne  State  University  Parkinson  Clinic 
in  1969.  Dr.  Bauer  is  presently  Professor  of 
Neurology  in  the  Department  of  Neurology, 
Wayne  State  University  School  of  Medicine, 
and  Vice-Chief  of  Neurology  at  Harper  Hos- 
pital, Detroit,  Michigan.  His  participation  in 
this  program  is  sponsored  in  part  by  Endo  Lab- 
oratories, Incorporated  and  the  South  Carolina 
Medical  Association. 
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SOUTH  CAROLINA  MEDICAL  ASSOCIATION 
ANNUAL  MEETING  REGISTRATION 

May  2-5,  1976  Landmark  Motor  Inn,  Myrtle  Beach,  S.  C. 


Name 


Specialty 


City 


County 


FEES  PAID: 

Registration 

All  Events 

SCMA  Delegate/  Alternate 

15.00 

30.00 

SCMA  Member 

25.00 

40.00 

S.  C.  Non-Member  Phys. 

50.00 

70.00 

Out-of-state  Non-Member  Phys. 

100.00 

120.00 

Additional  Tickets:  SOCPAC  Luncheon 

5.00 

Annual  Banquet 

15.00 

Exhibitor  (Name)  Company  

NOTE:  PLEASE  CONTACT  LANDMARK  MOTOR  INN  DIRECT  FOR 

ROOM  RESERVATIONS. 


SECTION  26:  SCMA  BY-LAWS:  “The 

Speaker  of  the  House  of  Delegates  shall 
appoint  from  the  members  of  the  House  of 
Delegates  the  committees  enumerated  in 
this  section  and  such  additional  commit- 
tees as  the  House  may  approve.  Each  com- 
mittee shall  consist  of  five  members,  a 
chairman  to  be  designated  by  the  Speaker. 
These  committees  shall  serve  only  during 
the  session  at  which  they  are  appointed.” 

REFERENCE  COMMITTEE  ON 
CREDENTIALS 

REFERENCE  COMMITTEE  ON 
REPORTS  OF  COUNCIL 
AND  OFFICERS 
REFERENCE  COMMITTEE  ON 


PUBLIC  AND  OCCUPATIONAL 
HEALTH 

REFERENCE  COMMITTEE  ON 
LEGISLATIVE  ACTIVITIES  AND 
PUBLIC  RELATIONS 

REFERENCE  COMMITTEE  ON 
MEDICAL  EDUCATION 
AND  HOSPITALS 

REFERENCE  COMMITTEE  ON 
MEDICAL  SERVICE  AND 
INSURANCE 

REFERENCE  COMMITTEE  ON 
AMENDMENTS  TO  THE 
CONSTITUTION  AND 
BY-LAWS 

REFERENCE  COMMITTEE  ON 
MISCELLANEOUS  BUSINESS 


April,  1976 
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Dexter  B.  Rogers 
H.  Bieman  Othersen 

L.  P.  Thackston 

M.  Gordon  Howie 
Councilor:  J.  Hal  Jameson 


Committee  on  Medical  Services  and  Insurance 
John  B.  Martin,  Chairman 
Reynolds  Young 
F.  Marion  Dwight 
John  P.  Sutton 
C.  W.  Brice 

Councilor:  Halsted  Stone 

Committee  on  Amendments  to  Constitution 
& By-Laws 

Holmes  Springs,  Chairman 
Charles  Griffin 
William  Luce 
Ralph  P.  Baker 
Rion  Rutledge 
Councilor:  James  Garner 

Committee  on  Miscellaneous  Business 
Hugh  H.  DuBose,  Chairman 
Howard  Poston 
Capers  Hiott 
Wallace  Fridy 
Henry  Kistler 

Councilor:  Euta  M.  Colvin 
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Clarence  Coker 
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Robert  Jackson 
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James  Halford 


162 


The  Journal  of  the  South  Carolina  Medical  Association 


Testing  in  Humans: 
Who, Where &When. 


; weight  of  ethical  opinion: 

Few  would  disagree  that  the  effective- 
and  safety  of  any  therapeutic  agent 
svice  must  be  determined  through 
cal  research. 

But  now  the  practice  of  clinical  re- 
: ;h  is  under  appraisal  by  Congress,  the 
i s and  the  general  public.  Who  shall 
inister  it?  On  whom  are  the  products 
: e tested?  Under  what  circumstances? 

. . how  shall  results  be  evaluated  and 
: zed? 

The  Pharmaceutical  Manufacturers 
. )ciation  represents  firms  that  are  sig- 
i antly  engaged  in  the  discovery  and 
t ?lopment  of  new  medicines,  medical 
: ces  and  diagnostic  products.  Clinical 
: irch  is  essential  to  their  efforts.  Con- 
i lently,  PMA  formulated  positions 
' :h  it  submitted  on  July  11, 1975,  to 
: Subcommittee  on  Health  of  the  Sen- 
; .abor  and  Public  Welfare  Committee, 
; s official  policy  recommendations. 

1 e are  the  essentials  of  PMA’s  current 
i king  in  this  vital  area, 

[•PMA  supports  the  mandate  and 
i ion  of  the  National  Commission  for 
i Protection  of  Human  Subjects  of 
..  nedical  and  Behavioral  Research  and 
f s to  establish  a special  committee 
: posed  of  experts  of  appropriate 
i plines  familiar  with  the  industry’s 
: irch  methodology  to  volunteer  its 
: ice  to  the  Commission. 

t*PMA  supports  the  formation  of  an 
l pendent,  expert,  broadly  based  and 
: esentative  panel  to  assess  the  current 
: ■ of  drug  innovation  and  the  impact 
] i it  of  existing  laws,  regulations  and 
j edures. 

fc.When  FDA  proposes  regulations, 

: Duld  prepare  and  publish  in  the  Fed- 
r Register  a detailed  statement  assess- 
.1  he  impact  of  those  regulations  on 
i ; and  device  innovation. 

[•PMA  proposes  that  an  appropri- 
t qualified  medical  organization  be 
f uraged  to  undertake  a comprehen- 
i study  of  the  optimum  roles  and 
£ onsibilities  of  the  sponsor  and  physi- 
i when  company-sponsored  clinical 
e irch  is  performed  by  independent 
i cal  investigators. 


5*  PMA  recognizes  that  the  physician- 
investigator  has,  and  should  have,  the 
ultimate  responsibility  for  deciding  the 
substance  and  form  of  the  informed  con- 
sent to  be  obtained.  However,  PMA 
recommends  that  the  sponsor  of  the  ex- 
periment aid  the  investigator  in  dis- 
charging this  important  responsibility  by 
providing  ( 1)  a document  detailing  the 
investigator’s  responsibilities  under  FDA 
regulations  with  regard  to  patient  consent, 
and  (2)  a written  description  of  the 
relevant  facts  about  the  investigational 
item  to  be  studied,  in  comprehensible 
lay  language. 

6*  In  the  case  of  children,  the  sponsor 
must  require  that  informed  consent  be 
obtained  from  a legally  appropriate  rep- 
resentative of  the  participant.  Voluntary 
consent  of  an  older  child,  who  may  be 
capable  of  understanding,  in  addition  to 
that  of  a parent,  guardian  or  other  legally 
responsible  person,  is  advisable.  Safety  of 
the  drug  or  device  shall  have  been  assessed 
in  adult  populations  prior  to  use  in 
children. 

7*PMA  endorses  the  general  prin- 
ciple that,  in  the  case  of  the  mentally 
infirm,  consent  should  be  sought  from 
both  an  understanding  subject  and  from 
a parent  or  guardian,  or  in  their  absence, 
another  legally  responsible  person. 

8*  Pharmaceutical  manufacturers 
sponsoring  investigations  in  prisons  must 
take  all  reasonable  care  to  assure  that  the 
facilities  and  personnel  used  in  the  con- 
duct of  the  investigations  are  suitable  for 
the  protection  of  participants,  and  for  the 
avoidance  of  coercion,  with  a respect  for 
basic  humanitarian  principles. 

9*  Sponsors  intending  to  conduct  non- 
therapeutic  clinical  trials  through  the 
participation  of  employee  volunteers 
should  expand  the  membership  and  scope 
of  its  existing  Medical  Research  Commit- 
tee, or  establish  such  an  internal  Medical 
Research  Committee,  with  responsibility 
to  approve  the  consent  forms  of  all 
volunteers,  designs,  protocols  and  the 
scope  of  the  trial.  The  Committee  should 
also  bear  responsibility  to  ensure  full 
compliance  with  all  procedures  intended 
to  protect  employee  volunteers’  rights. 

XO.Where  the  sponsor  obtains  medi- 
cal information  or  data  on  individuals,  it 
shall  be  accorded  the  same  confidential 


status  as  provided  in  codes  of  ethics  gov- 
erning health  care  professionals. 

11  • PMA  and  its  member  firms  accept 
responsibility  to  aid  and  encourage  ap- 
propriate follow-up  of  human  subjects 
who  have  received  investigational  prod- 
ucts that  cause  latent  toxicity  in  animals 
or,  during  their  use  in  clinical  investiga- 
tion, are  found  to  cause  unexpected  and 
serious  adverse  effects. 

12  • PMA  supports  the  exploration 
and  development  by  its  member  compa- 
nies of  more  systematic  surveillance  pro- 
cedures for  newly  marketed  products. 

13  •When  a pharmaceutical  manu- 
facturer concludes,  on  the  basis  of  early 
clinical  trials  of  a basic  new  agent,  that  a 
new  drug  application  is  likely  to  be  sub- 
mitted, a proposed  development  plan 
accompanied  by  a summary  of  existing 
data,  would  be  submitted  to  the  FDA. 
Following  a review  of  this  submission, 
the  FDA,  and  its  Advisory  Committee 
where  appropriate,  would  meet  with  the 
sponsor  to  discuss  the  development  plan. 
No  formal  FDA  approval  should  be  re- 
quired at  this  stage.  Rather,  the  emphasis 
should  be  on  identification  of  potential 
problems  and  questions  for  the  sponsor’s 
further  study  and  resolution  as  the  pro- 
gram develops. 

The  PMA  believes  that  health  profes- 
sionals as  well  as  the  public  at  large 
should  be  made  aware  of  these  13  points 
in  its  Policy  on  Clinical  Research.  For 
these  recommendations  envisage  con- 
structive, cooperative  action  by  industry, 
research  institutions,  the  health  profes- 
sions and  government  to  encourage  crea- 
tive and  workable  responses  to  issues 
involved  in  the  clinical  investigation  of 
new  products. 
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ADJUVANT  TREATMENT  IN  OPERABLE 
BREAST  CANCER 

PAUL  H.  O’BRIEN,  M.D.,  FACS* 


With  the  recent  publication  of  “Combination 
Chemotherapy  as  an  Adjuvant  Treatment  in 
Operable  Breast  Cancer,”  by  Bonadonna,  et 
al,  a tremendous  surge  of  optimism  and  sense 
of  triumph  has  been  disseminated  by  the 
media.  This  report  has  been  cited  in  CBS 
news.  Time  Magazine,  Newsweek,  and  indeed, 
even  the  Wall  Street  Journal.1  The  enthusiasm 
for  any  treatment  which  might  improve  the 
outlook  of  the  ever  growing  population  of 
women  afflicted  with  breast  cancer  is  obviously 
newsworthy.  The  study  is  an  application  of 
improved  knowledge  in  cancer  cell  kinetics 
and  multiple  drug  therapy.  A similar  study 
utilizing  only  Melphalan  or  L-phenylalanine 
mustard  was  published  one  year  ago  and  was 
also  highly  publicized.2  In  this  study  patients 
with  demonstrated  axillary  lymph  node  metas- 
tasis were  randomized  and  then  treated  with 
Melphalan  or  a placebo.  In  108  patients  re- 
ceiving no  treatment,  22  percent  of  this  popula- 
tion showed  recurrent  disease.  In  a group  of 
103  women  receiving  the  Melphalan,  there  was 
a documented  recurrence  rate  of  9.7  percent. 
(P=0.01) 

Clinicians  treating  breast  cancer  should  be 

*Department  of  Surgery,  MUSC,  80  Barre  Street,  Charles- 
ton, S.  C.  29401 

(Professor  in  Surgery;  Director  of  Cancer  Clinic;  Amer- 
ican Cancer  Society  Professor  of  Clinical  Oncology) 


intimate  with  both  studies.  The  therapeutic 
edge  presented  by  these  studies  has  not  been 
unduly  exaggerated  by  the  authors  but  by  the 
lay  press.  Bonnadonna’s  group  has  nicely  ex- 
ploited current  concepts  in  chemotherapy  by 
using  multiple  drugs. 

In  many  different  cancers:  breast  cancer, 

Hodgkin’s  disease,  and/or  other  lymphomas, 
multiple  drugs  have  shown  a greater  effective- 
ness than  the  use  of  a single  agent.  The  drugs 
used  by  Dr.  Bonadonna  and  colleagues  in 
Milan  were  Cytoxan,  Methotrexate,  and  5- 
Fluorouracil.  Patients  were  considered  can- 
didates for  the  study  if  they  had  undergone  a 
radical  or  extended  mastectomy  for  potentially 
curable  breast  cancer.  The  resected  specimen 
had  to  have  one  or  more  axillary  nodes  in- 
volved with  cancer  for  the  patient  to  be  en- 
rolled in  the  study.  Between  1973  and  1975  a 
total  of  391  patients  were  randomized  with 
207  patients  receiving  the  multiple  drug 
chemotherapy  and  179  patients  in  a control 
group.  The  CMF  (Cytoxan,  Methotrexate,  5- 
Fluorouracil)  was  given  over  a two  week 
period.  The  patient  received  Cytoxan,  100 
mg. /square  meter  per  mouth,  from  the  first 
to  the  fourteenth  day;  Methotrexate,  40  mg/ 
square  meter  was  given  intravenously  on  the 
first  and  eighth  day.  5-Flourouracil,  600  mg/ 
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square  meter,  was  also  given  intravenously 
on  the  first  and  eighth  day.  The  patient  rested 
from  the  fifteenth  to  the  twenty-eighth  day. 
The  treatment  was  given  for  twelve  cycles. 
This  cycling  of  drugs  improves  the  odds  of 
toxic  drug  concentrations  being  present  during 
the  vulnerable  fraction  of  the  cancer  cell’s  life 
cycle.  No  postoperative  radiation  was  used. 
The  results  at  twenty-seven  months  are  quite 
impressive  in  that  the  control  group  of  patients 
displayed  a 24  percent  incidence  of  recurrent 
disease,  and  in  the  207  women  who  received 
the  twelve  cycles  of  CMF,  the  incidence  of 
disease  failure  was  5.3  percent. 

The  study  has  continued  for  only  twenty- 
seven  months.  There  have  been  previous  ad- 
juvant treatments  for  operable  breast  cancer 
which  also  initially  produced  very  encouraging 
data.  I refer  to  early  reports  on  prophylactic 
oophorectomy34  and  patients  with  breast 
cancer  routinely  receiving  postoperative  ion- 
izing irradiation.5  Both  of  these  maneuvers 
at  the  two-year  interval  in  the  past  have  dem- 
onstrated prolongation  of  a disease  free  inter- 
val prior  to  recurrent  breast  cancer.  The  trag- 
edy was  that  despite  the  prolongation  of  the 
disease-free  interval,  there  was  no  alteration 
in  survival  and/or  the  natural  history  of  the 
disease.  It  was  also  not  obvious  until  the  com- 
pletion of  these  studies  that  short  term  gain 
to  the  patient  was  more  than  offset  by  long 
term  complications.  I believe  much  more  data 
should  be  obtained  before  CMF  is  considered 
conventional  therapy  for  those  with  resectable 
breast  cancer  with  minimal  regional  lymph 
node  invasion. 

In  this  enthusiasm  for  adjunctive  chemo- 
therapy, there  is  a major  change  from  the 
classic  strategy  of  trying  to  control  metastatic 
breast  cancer  by  hormonal  manipulation.  The 
manipulation  of  the  patient’s  endocrine  system 
has  been  a successful  low-cost,  low-risk  form 
of  therapy.  At  this  time  better  techniques  for 
delineating  breast  cancers  which  are  definitely 
hormonal  responsible  are  developing.6  The 
isolation  of  estrogen  receptors  and  progester- 
one site  receptors  in  the  resected  breast 
cancer  cell  define  a population  wherein  op- 
timal results  may  be  expected  with  hormonal 
manipulation.  It  seems  ironic  as  endocrine 
control  of  breast  cancer  becomes  more  scien- 
tific that  we  find  the  pendulum  swinging  away 
from  this  trusted  and  relatively  nontoxic  ther- 


apeutic modality.  After  patients  have  received 
chemotherapy,  we  find  they  are  very  poorly 
responsive  to  either  exogenous  hormones  and/ 
or  ablative  endocrine  surgery.  The  delineation 
of  the  population  that  has  a breast  cancer  de- 
void of  estrogen  binding  or  progesterone  bind- 
ing sites  might  indeed  define  the  population 
that  can  be  best  treated  with  adjuvant  chemo- 
therapy. 

We  must  consider,  however,  the  longterm 
side  effects  of  multiple  drug  chemotherapy. 
Dr.  Bertino  has  recently  cited  the  incidence  of 
leukemia  in  patients  receiving  longterm  mul- 
tiple drug  chemotherapy  as  between  two  and 
five  percent.  What  other  complications  may 
develop  at  this  time  are  not  known. 

Summary 

Publicized  studies  have  shown  a marked 
decrease  in  local  recurrences  when  patients 
with  breast  cancer  have  been  placed  on  adju- 
vant chemotherapy.  The  studies  are  better  de- 
signed than  previous  studies  by  the  exploita- 
tion of  recently  acquired  information  in  breast 
cancer  cell  kinetics  and  multiple  drug  chemo- 
therapy. Recent  in  vitro  assays  of  resected 
breast  cancer  tissue  may  permit  definition  of 
those  breast  cancers  which  are  responsive  to 
endocrine  manipulation.  This  defined  popula- 
tion should  benefit  most  from  endocrine 
manipulation.  Endocrine  responsiveness  is 
severely  diminished  post  chemotherapy.  I 
believe  we  should  follow  the  developments 
in  both  of  these  areas  quite  closely.  I feel  at 
this  time  we  should  consider  CMF  adjuvant 
treatment  for  curative  breast  cancer  as  inves- 
tigational. □ 
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INTRODUCTION 

Cryptococcal  osteomyelitis  is  a rare  dis- 
ease. Review  of  the  literature  of  200  cases  of 
Cryptococcosis  by  Collin3  showed  only  17 
cases  where  the  bones  were  involved.  He 
also  reported  three  additional  cases  with 
roentgenogram  observation  in  which  the  dis- 
ease was  widely  disseminated  with  multiple 
lesions  involving  bony  prominences  which 
was  shown  to  be  osteomyelitis,  however 
exhibiting  little  bone  reaction.  Several 
other  recent  cases  involving  different  bones 
'■ 3- 5- 9 have  also  been  reported.  This  com- 
munication reports  a case  of  Cryptococcal 
osteomyelitis  of  the  ilium  following  trauma. 

< CASE  REPORT 

This  23  year  old  Negro  male  was  in  good 
health  until  May  3,  1969,  when  a bar  of  a 
cart  and  several  sand  bags  fell  on  his  left 
hip  while  he  was  in  the  semi-supine  position. 
Approximately  one  week  later  he  experienced 
pain  in  this  area  and  was  admitted  to  a local 
hospital,  where  he  was  treated  locally  with 
warm  pads.  Roetgen  examination  at  that  time 
revealed  a cystic  lesion  of  the  left  ilium.  He 
was  transferred  to  the  Medical  University 
! Hospital  for  further  evaluation  and  treatment. 
Physical  Examination 

Physical  examination  and  review  of  sys- 
tems on  the  day  of  admission  were  essen- 
tially negative.  The  patient  had  full  range  of 
motion  in  the  left  leg  at  the  hip  and  knee.  The 
only  abnormal  physical  sign  was  extreme 
tenderness  on  the  left  anterior  superior  iliac 
crest  as  well  as  over  the  left  greater  trochan- 
ter region. 

•Department  of  Microbiology,  MUSC,  80  Barre  Street, 
Charleston,  S.C.  29401 


Roentgenographic  Examination 

Chest  x-ray  revealed  the  lungs  to  be  dif- 
fusely infiltrated  with  small  focal  densi- 
ties suggestive  of  metastatic  disease  (Fig.  1). 
AP  views  of  the  pelvis  revealed  lytic  lesions 
and  some  sclerotic  areas  within  the  lesion 
with  appearance  of  subperiosteal  bone  for- 
mation (Fig.  2).  The  clinical  impression  of 
July  25  was  possible  malignant  tumor  of  the 
left  ilium. 

Laboratory  Examination 

The  laboratory  studies  conducted  at  ad- 
mission showed  hemoglobin  11.2  gms%, 
WBC  7,451,  polymorphonuclear  leukocytes 
64  percent,  lymphocytes  17  percent,  mono- 
cytes 14  percent,  eosinophiles  5 percent, 
specific  gravity  1.013.  Fasting  blood  sugar 
was  82  mg  percent,  total  proteins  were  8.8 
gm  percent,  albumin  3.4  gm  percent,  and 
globulin  5.4  gm  percent.  Chloride,  sodium, 
and  potassium  levels  were  normal.  The 
cerebro  spinal  fluid  examined  was  normal. 
Hospital  Course 

On  July  27,  1969,  a Turkle  needle  biopsy 
of  the  left  iliac  crest  was  conducted.  At 
that  time  90  cc  of  thick  loculated  pus  was 
obtained  and  sent  to  the  laboratory  for 
routine  cultural  and  histological  evaluation. 
India  ink  preparation  of  purulent  material 
showed  numerous  encapsulated  budding 
yeast  cells,  characteristic  of  C.  neoformans 
which  was  confirmed  by  histological  eval- 
uation (Fig.  3)  and  growth  in  appropriate 
media.  The  blood  collected  at  this  time  was 
sent  to  the  laboratory  for  serological  examin- 
ation the  results  of  which  are  shown  in  table  1, 
column  2.  The  patient  was  immediately 
placed  on  a regime  of  12.5mg  of  Ampho- 
tericin B.I.D.  over  a three  hour  period  for 
two  days.  The  dosage  was  gradually  increas- 
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Fig.  1.  Roentgenogram  of  the  chest  shows  the  lung 
fields  to  be  diffusely  infiltrated  with  small  fecal 
densities. 


Fig.  2.  Roentgenogram  of  forleg  views  of  the  left  pelvis 
shows  a large  area  in  the  ilium  which  has  some 
lytic  lesions  and  sclerotic  area  within  the  lesion. 


ed  to  50mg  I.V.  every  other  day  to  run  over  a 
six  hour  period.  During  the  course  of  ther- 
apy, the  BUN  increased  substantially  while 
the  creatinine  clearance  decreased  signif- 
icantly, and  subsequently  required  dosage  of 
amphotericin  was  either  decreased  or  dis- 
continued for  several  days.  On  August  30, 
1969,  it  was  decided  an  operation  was  needed 
to  remove  the  area  of  local  infection.  The 
patient,  however,  refused  the  en  bloc  incision 
of  the  infected  area,  but  submitted  to  curet- 
tage which  was  done  on  September  2,  1969. 
After  the  curettage  the  area  was  irrigated 
with  Loridine  and  amphotericin  saline  solu- 
tion. Post-operatively  slight  drainage  occurr- 
ed and  continued  to  about  September  29, 
1969. 

On  September  29,  1969,  a hematoma  de- 
veloped in  the  iliac  crest  which  was  sub- 
sequently evacuated  but  was  followed  by 
further  bleeding.  The  area  was  then  packed 
with  compressing  dressings  and  the  patient 
was  given  two  units  of  blood  because  of  low 
hemoglobin.  Drainage  of  the  wound  was 


complete  and  total  healing  occurred  by 
October  20,  1969.  Because  of  the  cystic 
lesions  of  the  ilium  shown  by  x-ray,  it  was 
the  consensus  of  opinion  that  an  en  bloc 
incision  was  still  required.  The  patient 
again  refused  even  though  he  was  advised 
that  it  could  be  detrimental  to  his  health, 
and  finally  with  his  insistence  he  was  dis- 
charged on  October  25,  1969. 

The  patient  was  followed  periodically 
until  August  13,  1971  in  the  Orthopaedic 
Clinic.  He  regained  his  weight  after  three 
months  and  after  his  Hospital  discharge  his 
physical  appearance  improved  signifi- 
cantly. The  chest  and  left  hip  x-rays,  however, 
remained  unchanged  (Figs.  4,5).  Serological 
studies  during  the  course  of  the  infection  and 
after  treatment  are  shown  on  table  1.  Because 
of  physical  appearance  and  serological 
studies,  it  was  in  general  agreement  that  the 
patient  was  cured  from  the  infection  and  he 
was  to  report  to  the  clinic  every  six  months 
for  further  evaluation.  However,  the  patient 
did  not  follow  the  last  suggestion. 
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Fig.  3.  Turkel  needle  biopsy  of  the  left  iliac  crest  show- 
ing multiple  fragments  and  combined  purulent 
and  granulomatous  inflammatory  debris  within 
which  there  are  innumerable  budding  yeast- 
like organisms  characteristic  of  C.  neoformans. 


COMMENT 

C.  neoformans  is  one  of  the  yeast-like 
fungi  capable  of  causing  disease  in  man  and 
many  animals.  The  organism  usually  causes  a 
primary  pulmonary  infection  but  frequently 
has  a predilection  for  the  central  nervous 
system.  The  organism  is  considered  an  op- 
portunistic fungus,  although  some  ap- 
parently healthy  individuals  may  contact  the 
disease4.  As  with  most  systemic  mycoses,  the 
infection  is  often  secondary  to  other  pre- 
disposing factors  such  as  Hodgkins  disease. 
Leukemia,  Carcinoma  and  other  diseases 
and  drugs  which  suppress  the  immune  re- 
sponse4. The  most  effective  treatment  of  Cry- 
ptococcosis is  amphotericin  B.  However  this 
antibiotic  has  several  adverse  side  effects 
including  anemia,  anorexia  and  most  im- 
portantly nephrotoxicity.  A relatively  new 
drug,  5-fluorocytosine,  is  being  used  for 
treatment  of  Cryptococcal  infection,  but  the 
organism  often  becomes  resistant  to  this 


Fig.  4.  Roentgenogram  of  the  chest  shows  no  change 
after  treatment. 


Fig.  5.  Roentgenogram  of  AP  views  of  the  left  pelvis 
shows  no  change  after  treatment. 
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TABLE  1 

Serological  Tests 

Date 

7-31-69 

Indirect  Fluorescence 

+ 

Tube  Agglutination 

1:8 

Latex  Agglutination 

1:16 

drug  and  in  many  cases  relapses  occur  after 
initial  improvement10.  In  recent  years  these 
two  drugs  have  been  administered  in  com- 
bination with  relative  success 2- 6 but  the 
results  and  follow  up  are  not  sufficient  to 
draw  any  conclusions. 

As  in  most  systemic  mycoses  the  primary 
site  of  Cryptococcal  infection  is  the  lung  and 
dissemination  and  localization  of  the  or- 
ganism is  mainly  hematogenous  due  to  the 
humoral  antibody  response.  In  our  patient’s 
case  dissemination  was  shomehow  triggered 
by  the  traumatic  injury  which  he  received 
when  several  sandbags  fell  on  his  hip. 
According  to  Goodman  et  al.,1  a patient  can 
be  treated  for  this  infection  solely  on  the  basis 
of  serological  evidence.  When  indirect 
fluorescence  tube  and  latex  agglutination 
tests  are  used  concurrently,  Kaufam  and 
Blumer8  showed  that  these  were  positive  in 
85  percent  of  66  proven  cases  of  Crypto- 
coccus. This  is  also  true  in  our  case  as  shown 
in  column  one  of  table  I.  The  most  important 
test  for  the  prognosis  of  this  disease  after 
treatment  is  latex  agglutination.  With  pa- 
tient response  to  therapy  the  titer  will  drop 
and  finally  will  become  negative  when  the 
patient  apparently  recovers  from  the  in- 
fection. This  occurred  in  our  patient’s  case,  as 
shown  in  Table  I.  It  was  also  interesting  to 
note  that  although  the  patient  was  de- 
clared completely  cured  after  treatment  and 
follow  up  on  the  basis  of  serological  tests 
roentgenogram  observation  of  ilium  and 
chest  did  not  change  as  compared  at  the  onset 
of  active  infection.  □ 


Serological  tests  performed  before 
and  after  treatment  with  ampho- 
terian  B. 


-27-69 

4-08-70 

5-08-70 

6-09-70 

+ 

+ 

+ 

+ 

1:8 

1:4 

1:4 

1:4 

1:8 

_ 

_ 
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The  type  and  extent  of  splenic  injury  fol- 
lowing trauma  is  being  detected  with  in- 
creasing frequency  by  the  use  of  splenic  an- 
giography and  splenic  scintiscan.  Cystic 
lesions  of  the  spleen  can  also  be  easily  dif- 
ferentiated from  other  upper  abdominal  mas- 
ses with  these  techniques. 

In  the  formation  of  a hemorrhagic  pseud- 
ocyst, the  spleen  reveals  its  initial  capacity 
to  resist  rupture.  Ultimate  rupture  may  take 
place  as  long  as  five  years  after  trauma1. 
Splenic  rupture  from  trauma  is  usually  im- 
mediate, but  may  be  either  delayed  or  “oc- 
cult”. The  diseased  spleen  may  rupture  with- 
out history  of  trauma,  and  indeed  sponta- 
neous rupture  of  the  apparently  normal 
spleen  has  been  reported2-3.  Pseudocyst  for- 
mation is  said  to  be  the  simplest  form  of 
“occult”  rupture4.  Such  a case  is  herein 
described. 

Case  Report 

J.  K.,  22  year  old  white  male,  was  admitted 
June  24,  1975  from  a Community  Hospital, 
with  a large  mass  in  the  LUQ  of  the  ab- 
domen. IVP  had  shown  downward  displace- 
ment of  the  left  kidney,  and  spleen  scan  had 
revealed  a filling  defect.  He  had  sought 

*Department  of  Surgery,  VA  Hospital.  Columbia,  S.  C. 


medical  advice  because  of  an  episode  of 
vomiting,  abdominal  cramps  and  diarrhea 
for  two  days.  He  had  fallen  four  years  pre- 
viously, injuring  an  ankle,  and  had  been 
tackled  while  playing  football  six  months 
previously,  but  remembered  no  discreet 
history  of  abdominal  pain.  Two  months 
previously  he  had  noted  some  low  subster- 
nal  discomfort,  coughing  and  occasional 
vomiting.  Within  the  year  prior  to  admis- 
sion he  had  served  in  the  Navy  in  the  Car- 
ibbean area,  so  the  possibility  of  a hydatid 
cyst  was  entertained. 

On  physical  examination,  the  only  abnor- 
mal finding  was  a large  non-tender  mass  in 
the  LUQ  of  the  abdomen.  CBC  (Hemoglobin 
12.9  gms.,  Hct.  37  percent,  RBC  4.500,000, 
WBC  6,200  with  51  percent  lymphocytes)  and 
urinalysis  were  normal.  Platelets  118,000 
and  149,000. 

The  chest  X-ray  was  also  normal.  UGI 
series  revealed  a large  semilucent  mass 
displacing  the  stomach  medially  and  post- 
eriorly. A selective  arteriogram  of  the  splenic 
artery  demonstrated  good  filling  of  a mod- 
erately tortuous  downwardly  displaced  sp- 
lenic artery  (Fig.  1).  The  entire  mass  appeared 
to  be  avascular,  consistent  with  splenic 
cyst. 
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Splenectomy  was  performed  on  July  2, 
1975  through  a subcostal  incision  and  one 
unit  of  packed  cells  transfused.  Abdominal 
exploration  was  normal  except  for  the  very 
enlarged  spleen,  which  measured  18  x 32  x 
19  cms.  and  weighed  3100  gms.  The  serosal 
surface  was  smooth  except  for  the  diaph- 
ragmatic aspect  where  there  was  patchy, 
fibrous  adherence  and  grayish  discoloration 
of  the  splenic  surface. 

On  section  in  the  laboratory,  2400  cc.  of 
brownish  fluid  escaped,  revealing  a pseudo- 
cyst with  a shiny,  trabeculated  inner  surface, 
showing  no  epithelium  (Fig.  2).  The  cyst  wall 
was  fibrous,  containing  numerous  hemo- 
siderin pigment  filled  histiocytes.  The  sp- 
lenic parenchyma  was  unremarkable. 

On  the  seventh  post-operative  day  the 
platelets  were  391,600.  He  was  discharged 
from  the  hospital  on  the  ninth  post  surgical 
day. 

Discussion 

Pseudocysts  of  the  spleen  are  unusual,  and 
are  thought  to  result  from  remote  or  trivial 


Fig.  2.  Splenic  Pseudocyst  on  section. 


Fig.  1.  Abdominal  Aortagram. 
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trauma.  Among  1607  splenectomies  perform- 
ed at  Ohio  State  University  between  1949 
and  1971,  three  splenic  pseudocysts  were 
removed5.  In  800  surgical  spleen  specimens 
collected  at  the  Mayo  Clinic  over  a 36  year 
period  prior  to  1940,  only  four  splenic  cysts 
were  found6.  During  the  20  year  period  prior 
to  1964,  no  one  investigator  reported  more 
than  three  splenic  systs7.  Splenic  cysts  are 
conveniently  classified  as  follows: 

I Primary  (or  true  cysts  with  a cellular 
lining) 

a)  parasitic 

b)  non-parasitic 

1)  congenital 

2)  neoplastic 

II  Secondary  (or  false)  cysts  without  a 
true  cellular  lining8 

The  pseudocyst  is  associated  with  the 
entity  termed  “occult”  rupture.  In  splenic 
rupture,  the  “occult”  variety  occurs  less  than 
one  percent  of  the  time,  whereas  85  percent 
present  with  acute  rupture  and  15  percent 
with  delayed  rupture9.  According  to  Foley, 
10  percent  of  the  cases  with  delayed  rupture 
may  go  on  for  months  or  years  (occult  ru- 
pture)10. The  other  90  percent  of  the  de- 
layed cases,  he  estimated,  were  recognized 
and  operated  upon  within  four  weeks  of  in- 
jury. If  the  hemorrhage  fails  to  rupture 
externally  to  the  spleen,  a pseudocyst  de- 
velops. Rupture  through  the  splenic  capsule 
or  pedicle  may  result  in  a chronic  inflam- 
matory mass  of  omentum,  stomach,  colon, 
and  perisplenic  hematoma.  Such  cases  of 
occult  rupture  have  occasionally  suggested 
meoplasm  or  blood  dyscrasia  by  their  pre- 
sentation and  findings'-  10-  11 

“Occult”  rupture,  therefore,  is  considered 
a sequela  of  intra-splenic  or  subcapsular 
hematoma,  while  delayed  rupture  is  assumed 
associated  with  immediate  capsular  or  ped- 
icle injury12,  thus  equating  delayed  rupture 
with  delayed  diagnosis.  Since  15  percent  of 
splenic  injuries  result  in  delayed  rupture, 
early  diagnosis  of  pedicle  or  capsular  in- 
jury is  unusual.  Olsen  suggested  that  peri- 
toneal lavage  and  angiography  should  help 
select  for  early  surgery  the  cases  of  poten- 
tial delayed  rupture.  Nuclear  studies  have 
aided  in  cases  where  clinical  signs  of  splenic 
injury  were  obscurred  or  lacking13.  Serial 


changes  in  splenic  size  and  configuration 
have  been  detected  by  photo-scanning14. 
Ultrasonography,  where  available,  is  also 
proving  of  value  in  the  differential  diagnosis 
of  abdominal  masses. 

Summary 

A case  of  large  hemorrhagic  pseudocyst  of 
the  spleen  is  presented.  The  various  react- 
ions by  the  spleen  to  splenic  hemorrhage  are 
discussed.  As  others  have  shown,  arterio- 
grams are  extremely  helpful  in  diagnosis9-  15.  □ 


REFERENCES 

1.  Clark  OH,  Lim  RC,  Margaretten  W:  Spontaneous  De- 
layed Splenic  Rupture-Case  report  of  a Five-year  inter- 
val between  trauma  and  Diagnosis  J Trauma  15:3  245- 
249,  1975. 

2.  Arnold  RE,  Van  Vooren  A:  Spontaneous  rupture  of  the 
Spleen  with  Hematoma  S.  Med  J 68-7.  963-864,  1975. 

3.  Hyun  BH,  Varga  CF.  Rubin  RJ:  Spontaneous  and  Patho- 
logic Rupture  of  the  Spleen  Arch  Surg  104:652-657, 
1972. 

4.  Lorimer  WS  Jr.:  Occult  Rupture  of  the  Spleen  Arch 
Surg  89:434-440,  1964. 

5.  Sirinek  K.R.  Evans  WE:  Non-Parasitic  Splenic  Cysts 
Am  J Surg  126:8-13.  1973. 

6.  Pemberton  J deJ:  In  discussion  of  Roberson  F:  Cysts 
of  the  Spleen  Ann  Surg  111:848-850,  1940. 

7.  Qureshi  MA,  Hafner  CD,  Dorchak  JR:  Non-parasitic 
cysts  of  the  Spleen  Arch  Surg  89:570-574,  1964. 

8.  Davis  CE  Jr.,  Montero  JM,  Van  Horn  CN:  Large  Splenic 
Cysts  Ann  Surg  173:5,  686-692,  1971. 

9.  Drapanas  T,  Yates  AJ,  Brickman  R,  Wholey  M:  The  Syn- 
drome of  Occult  Rupture  of  the  Spleen  Arch  Surg  99:298- 
305,  1969. 

10.  RFoley  WJ,  Thompson  NW,  Herlocher  JE,  Campbell 
DA:  Occult  Rupture  of  the  Spleen  SGO  128:1215- 
1220,  1969. 

1 1.  Prager  D,  Morel  D.  Dex  W:  The  Syndrome  of  Chronic, 
Occult  Rupture  of  the  Spleen  JAM  A 2 18: 1 2,  1824-1827, 
1971. 

12.  Olsen  WR:  Delayed  Rupture  of  the  Spleen  as  an  Index 

of  Diagnostic  Accuracy  SGO  138:82,  1974. 

13.  W'alsh  JA,  Ludbrook  J.  Ronai  PM:  Photoscanning-an 
Aid  to  the  Early  Diagnosis  of  Rupture  of  the  Spleen 
Arch  Surg  109:812-815,  1974. 

14.  Wener  L:  Scintiscan  Diagnosis  of  Splenic  Hematoma 
SGO  134:430-432,  1972. 

15.  Topilow  AA,  Steinhoff  NG,  Splenic  Pseydocyst:  A late 
complication  of  Trauma  J Trauma  15:3,  260-263,  1975. 


May,  1976 


181 


ACUPUNCTURE  IN  THE  UNITED  STATES,  1836 

RONALD  D.  GREENWOOD,  M.D. 


In  recent  years  in  this  country  there  has 
been  considerable  interest  in  acupuncture 
as  a therapeutic  tool.  In  1836,  Dr.  William 
Markley  Lee  of  Indian  Town,  South  Carolina 
reported  his  successful  use  of  acupuncture  as 
treatment  for  rheumatism. 

“Few  diseases  are  reported 
to  be  cured  by  a greater  vari- 
ety of  remedies  than  rheuma- 
tism, and  few  are  subject  to 
greater  disappointment  in 
the  attainment  of  the  expected 

results My  present  object 

will  be  to  give  my  experience 
in  the  use  of  one  remedy,  in 
my  opinion  not  sufficiently 
appreciated.  It  was  about  six 
years  since,  after  reading  the 
practice  of  Churchill,  Clo- 
quet, and  others,  I was  in- 
duced to  try  this  remedy  on 
my  patients...” 

Lee  describes  the  results  in  the  first  patient 
in  whom  he  employed  acupuncture,  a woman 
with  rheumatism  of  the  knee. 

“Having  fitted  the  larger 
end  of  two  slender  needles 
into  small  phial  corks,  I kept 
the  skin  of  the  inner  surface 
of  the  knee  tense  with  the 
thumb  and  fore  finger  of  the 
left  hand,  and  introduced 
them  to  a moderate  depth 
with  a slow,  alternate,  semi- 
rotary motion.  As  their  points 
entered  the  skin,  she  com- 
plained of  slight  pain,  which 
being  pierced,  she  scarcely 
felt  them;  after  about  ten 


minutes,  I directed  her  to 
bend  the  knee  slowly;  to  her 
surprise,  flexion  no  longer 
caused  pain,  as  it  did  previous 
to  their  introduction.  The 
needles  were  then  withdrawn 
with  the  same  motion  as  in- 
serted...and  the  pain  had 
vanished.” 

Dr.  Lee  describes  other  cases  and  then  con- 
cluded: 

“In  acute  rheumatism,  the 
needle  acts  as  an  irritant,  and 
is  therefore  improper  before 
inflammatory  action  has  been 
reduced. 

In  subacute  rheumatism,  I 
consider  acupuncture  a 
prompt  and  efficacious  rem- 
edy. I frequently  employ  it, 
much  to  the  surprise  of  my  pa- 
tients, from  the  trifling  pain 
which  it  causes,  and  the 
promptness  of  relief... 

In  chronic  rheumatism,  acu- 
puncture will  relieve  promptly 
and  thoroughly  but  the  dis- 
ease is  liable  to  recur  on  the 
reapplication  of  the  cause 
usually  producing  it. 

I consider  acupuncture  en- 
titled to  far  more  attention 
than  it  has  yet  received  in 
the  United  States.  It  is  not 
painful.  I have  never  intro- 
duced the  needle  without  the 
patient  expressing  the  great- 
est surprise  at  the  trifling  de- 
gree of  pain;  indeed  some 
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have  declared  that  if  asleep 
it  would  not  awake  them.  Of 
this  1 have  some  doubts.  It  is 
not  inconvenient.  Every  house 
can  furnish  needles.  It  is 
prompt  and  effectual.  I have 
never  failed  to  produce  the 
desired  effect,  in  appropriate 
cases,  within  the  space  of  a 
quarter  of  an  hour;  and  in 
such  cases,  the  relief  was 
permanent.  I therefore  repeat 
it  as  my  opinion  that  physi- 
cians have  not  duly  appreci- 
ated its  therapeutical  effi- 
cacy.” 

The  debate  as  to  the  efficacy  of  acupuncture 
continues;  however,  we  should  be  reminded 
that  140  years  ago  Dr.  Lee  tried  this  form  of 
therapy  in  South  Carolina.  □ 


mountain 

**glV 

▼ iuiv? 

golf 


4 


Golf's  no  uphill  climb  at 
Sapphire  Valley,  in  the  cool 
North  Carolina  mountains 
. . . our  championship  course 
rolls  gently  through  a vast, 
quiet  valley.  All  that  makes 
a complete  family  resort  is 
here:  12  tennis  courts,  lakes. 
Blue  Ridge  scenery,  the 
stately  1896  Fairfield  Inn 
and  our  luxury  Villas.  Come 
up  for  a day,  or  a lifetime. 
Call  704-743-3441  or  write 
Sapphire  Valley,  Star  Route 
70,  Box  80,  Sapphire,  N.C. 
28774 


Lee,  W.  M.:  Acupuncture  as  a remedy  for 
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129-133,  1836  (Aug.). 
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WINCHESTER 

“ CAROLINA S’  HOUSE  OF  SERVICE ” 

Winchester  Surgical  Supply  Company 

200  SOUTH  TORRENCE  ST.  CHARLOTTE,  N.  C.  28201 

Phone  No.  704-372-2240 

Winchester-Ritch  Surgical  Company 

421  WEST  SMITH  ST.  GREENSBORO,  N.  C.  27401 

Phone  No.  919-272-5656 

We  equip  many  new  Doctors  each  year  ami  invite  your  inquiries. 

Emory  L.  Floyd  J.  Ray  Jackson 

Box  3228  Tel.  803/662-4417  Box  2143  Tel.  803  246-1274 

W.  Florence  Sta.,  Florence,  S.  C.  29501  Greenville,  S.  C.  29602 

We  have  salesmen  living  in  South  Carolina  to  serve  you 

We  have  DISPLAYED  at  every  S.  C.  State  Medical  Society  Meeting  since  1921,  and  adver- 
tised CONTINUOUSLY  in  the  S'.  C.  Journal  since  January  1920  issue. 
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THE  CASE  REPORT  AS  MEDICAL  SCHOLARSHIP 


“The  countless  interviews  which 
make  up  the  general  practitioner’s 
everyday  work  are  rarely  chron- 
icled, and  even  if  they  were  it  would 
often  be  difficult  to  say  whether  the 
doctor’s  skill  or  the  patient’s  con- 
stitution deserved  the  credit.  The 
artist,  the  poet  and  the  research 
scientist  record  their  work  for  the 
benefit  or  scorn  of  posterity;  but  the 
doctor  like  the  schoolteacher, 
the  barrister  and  the  mother  of  a 
family  — responds  to  transient 
stimuli,  and  his  skill  (or  perhaps 
genius),  even  if  recognized,  usually 
goes  unrecorded.  His  masterpieces 
patients  who  recover  — cannot 
defy  time....” 

The  above  is  from  Desmond  King-Hele’s 
biography  of  Erasmus  Darwin,  a small  town 
practitioner  who  authored  a theory  of  evolu- 
tion which  was  later  embellished  and  made 
famous  by  his  grandson.  The  biographer  notes 
that  Dr.  Darwin’s  medical  reputation  was,  in 
18th  century  England,  unsurpassed,  but  has 
suffered  greatly  from  his  refusal  to  specialize 
and  publish.  For  the  judgment  of  posterity 
hinges  on  the  written  word,  not  hearsay. 

Elsewhere  in  this  issue,  the  skill  (or  per- 
haps genius)  of  one  country  practitioner.  Dr. 
William  Markley  Lee  of  Indian  Town,  South 
Carolina,  survives  for  our  scrutiny.  His  five 


case  reports  which  appeared  in  the  Southern 
Medical  and  Surgical  Journal  in  1836  describe 
a technique  for  acupuncture  remarkably  sim- 
ilar to  those  circulating  at  the  present  time. 
His  published  experience,  then,  allows  our 
evaluation  “for  the  benefit  or  scorn  of  poster- 
lty. 

The  case  report  is  the  traditional  medium 
by  which  the  practicing  physician  can  make 
original  contributions  to  the  stream  of  medical 
thought.  Its  historical  base  is  old  and  substan- 
tial. In  the  Hippocratic  writings  are  to  be  found 
42  detailed  case  reports,  25  of  them  having  a 
fatal  outcome.  Amid  the  present  concern  over 
the  medicolegal  impact  of  a case  report,  it  is 
worth  recalling  that  Hippocrates  wrote:  “I 
have  written  this  down  deliberately  believing 
it  valuable  to  learn  of  unsuccessful  experi- 
ments and  to  know  the  causes  of  their  failure.” 
Through  the  Renaissance  and  the  seventeenth, 
eighteenth,  and  nineteenth  centuries,  the  case 
report  continued  to  be  a major  format  for  the 
published  observations  of  master  clinicians. 
Many  of  these  observations  remain  indelibly 
stamped  upon  our  collective  memory.  Never- 
theless, the  importance  of  case  reports  as 
scholarship  has  been  questioned. 

Questions  regarding  the  value  of  a case  re- 
port owe  to  the  present  emphasis  on  rigorous 
scientific  methodology.  It  has  become  axiom- 
atic in  the  Flexnerian  era  that  basic  medical 
discoveries  are  made,  nearly  always,  only  un- 
der controlled  laboratory  conditions.  Further, 
clinical  advances  are  made  in  large  measure 
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by  rigorously  controlled,  preferably  double- 
blind trials.  But  it  should  be  noted  that  skep- 
ticism has  now  arisen  over  the  actual  benefit 
of  much  of  basic  research.  Even  more  disturb- 
ing to  clinicians  has  been  the  failure  of  con- 
trolled trials  to  resolve  key  therapeutic  issues, 
such  as  the  value  of  long-term  anticoagulant 
therapy  in  cardiovascular  disorders  or  of  oral 
hypoglycemic  agents  in  diabetes  mellitus. 
Meanwhile,  survey  of  national  and  state  jour- 
nals reveals  that  the  case  report  is  as  healthy 
as  ever.  This  reflects  the  continued  value  of  a 
single,  if  uncontrolled,  observation. 

A distinguished  British  investigator  who  has 
devoted  most  of  his  life  to  the  study  of  athero- 
sclerosis continues  to  hold  the  optimism  that 
“the  secret  may  be  unlocked  by  observations 
in  a single  case.”  Not  coincidentally,  to  the 
same  physician  is  attributed  the  aphorism  that 
one  can  judge  a doctor  by  the  strength  of  the 
batteries  in  his  opthalmoscope. 

The  preparation  of  a succinct,  informative 
case  report  is  difficult  and  time-consuming. 
Evident  in  nearly  all  journals  is  a trend  toward 
brevity.  Some  journals  now  publish  case  re- 
ports mainly  as  extended  letters  to  the  editor, 
as  “brief  recordings,”  or  as  short  “clinical 
notes.”  The  separate  components  of  a case 
report  merit  review. 

First,  the  INTRODUCTION  should  answer, 
in  a single,  straightforward  sentence,  the  ques- 
tion, “Why  do  you  consider  this  case  to  be 
worthy  of  reporting?”  If  such  a statement  can- 
not be  written,  the  effort  should  be  abandoned. 

The  BODY  of  a case  report  should  be  of 
length  commensurate  with  the  scientific  con- 
tent and  importance.  The  content  should  de- 
pend upon  the  author’s  purpose.  In  general, 
data  which  relate  to  this  purpose  should  be 
included;  other  information  should  be  edited 
carefully.  As  Andrew  Wyeth  once  said  of  his 
paintings,  the  skill  is  not  so  much  in  choosing 
what  to  depict,  but  rather  in  choosing  what  to 
omit.  Nonetheless,  the  likeness  to  reality  must 
be  sufficiently  faithful  that  all  facts  which 
might  reasonably  have  been  expected  to  bear 
on  the  outcome  should  be  included.  One  or 
more  illustrations  should  be  included,  if  pos- 
sible, since  these  make  the  report  more  palat- 
able for  the  reader. 

The  DISCUSSION  should  also  focus  upon 
the  reason  for  reporting  the  case.  Only  rarely 
should  an  attempt  to  review  the  literature  in 


exhaustive  detail  be  made.  A brief  summary 
of  the  syndrome,  disease,  finding,  treatment, 
or  complication  which  is  the  major  focus  of  the 
report  should  be  included,  but  a lengthy  “text 
book  discussion”  should  usually  be  avoided. 
Previous  experience,  as  found  from  the  litera- 
ture, can  sometimes  by  summarized  most  ef- 
fectively by  means  of  a table. 

A SUMMARY  is  unnecessary  in  brief  re- 
ports in  which  the  discussion  is  limited  to  one 
or  several  paragraphs.  In  longer  reports,  a 
summary  should  be  included.  Finally,  REF- 
ERENCES should  be  well-chosen,  should  be 
as  few  as  possible,  and  should  always  reflect 
a perusal  of  the  most  recent  volumes  of  the 
Index  Medicus. 

The  succinctly-presented  observations  of 
Dr.  William  Markley  Lee  of  Indian  Town  pro- 
vided the  impetus  for  this  editorial.  Some 
years  ago,  it  was  this  editor’s  pleasure  to  re- 
ceive a guided  tour  of  the  old  graveyard  at  the 
Indian  Town  Presbyterian  Church.  Lovers  of 
Gray’s  “Elegy  Written  in  a Country  Church- 
yard” could  hope  for  no  prettier  spot.  An  at- 
tempt to  verify  Dr.  Lee’s  presence  in  the  Indian 
Town  graveyard  was  therefore  made,  with  the 
expectation  that  readers  of  the  Journal  could 
be  assured  that  there  “Dr.  Lee  sleeps  on,  sur- 
rounded no  doubt  by  his  therapeutic  successes 
and  failures  alike.” 

But  it  was  not  to  be.  Mr.  William  J.  Cooper, 
an  eminent  local  authority  whose  family 
planted  in  the  environs  of  Indian  Town  for 
many  generations,  advises  that  no  record 
could  be  found  there  of  Dr.  Lee.  Such  a Dr.  Lee 
is  not  mentioned  in  any  history  of  Williams- 
burg County,  nor  is  there  any  record  that  he 
ever  purchased  or  sold  property,  acquired 
debt,  married,  died,  or  left  any  other  trace  in 
the  county’s  records.  Perhaps  his  presence 
there  was  transient;  alternately,  he  might 
have  lived  in  another  locale  known  unofficial- 
ly as  an  “indian  town.”  It  is  clear  that  the 
definitive  history  of  acupuncture  in  South 
Carolina  remains  to  be  written. 

That  Dr.  Lee  survives  through  his  published 
experience  is,  however,  indisputable.  The  pur- 
pose of  this  editorial  is  to  exhort  South  Caro- 
lina physicians  to  emulate  his  efforts,  and  to 
submit  their  observations  for  publication,  to 
withstand  the  scrutiny  of  future  generations. 

Charles  S.  Bryan,  M.D. 
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PROBLEMS  AND  SOLUTIONS 


I will  again  quote  H.  L.  Mencken  who  said, 
“For  every  problem  there  is  a solution  easy, 
quick,  simple  and  wrong.”  1 am  glad  to  be  able 
to  report  to  you  that  the  many  problems  facing 
medicine  in  general  and  SCMA  in  particular 
are  being  confronted  by  the  leadership  — but 
not  with  an  easy,  quick,  or  simple  attitude  and 
hopefully  not  in  a wrong  way.  Let  us  examine 
some  of  the  problems  facing  you  and  your 
pocketbook  and  the  difficult,  protracted  and 
complicated  efforts  toward  solutions. 

One  Problem 

Background.  For  medicare  and  medicaid 
reimbursement.  South  Carolina  is  separated 
into  three  areas:  metropolitan,  urban  and  rural, 
with  reimbursement  for  apparently  equal  ser- 
vices decreasing  in  the  order  stated.  The  objec- 
tions by  the  rural  physicians  to  this  varying 
schedule  are  obvious:  they  get  paid  less  than 
their  urban  and  metropolitan  colleagues  and 
the  reimbursement  discrepancy  tends  to  direct 
physician  settlement  toward  metropolitan 
areas  and  away  from  the  rural  areas,  where 
they  are  predominantly  needed. 

At  the  behest  of  the  rural  physicians,  SCMA 
supported  a bill  which  passed  the  SC  Legisla- 
ture that  geographic  differentiation  in  reim- 
bursement be  abolished.  Great? 

The  Problem 

Bureaucrats  at  our  DSS  and  HEW  inter- 
preted the  Legislative  action  to  indicate  that 
the  people  of  South  Carolina  were  asking  that 
all  physicians  be  reimbursed  at  the  lowest 
rate!  Not  so  great! 

So  beginning  July  1,  1976,  all  medicare 
and  medicaid  payments  to  you  will  be  at  the 
lowest  or  rural  rate.  Not  great  at  all! 

The  Solution 

SCMA  people  have  been  working  diligently 


(and  by  this  1 mean  putting  in  long,  hard, 
tedious  hours)  trying  to  devise  a plan  that  will 
satisfy  both  rural  and  metropolitan  physicians, 
that  will  be  acceptable  to  HEW,  that  will  be 
non-inflationary,  and  that  will  not  be  or  look 
like  we  are  backing  down  or  reversing  our 
original  stand  to  the  Legislature.  Also  Attor- 
ney Harry  Dent,  who  has  more  expertise  and 
recognition  in  Washington  than  anybody  we 
could  get,  has  returned  to  represent  SCMA, 
and  three  alternatives  have  been  suggested 
to  HEW: 

I.  Use  of  Statewide  Prevailing  Fee  Sched- 
ules 

II.  Revision  of  Individual  Services  which 
Currently  Cause  the  Major  Discrimina- 
tions Between  the  Geographical  Areas 

III.  Statewide  Paid  in  Full  Fee  Schedule  for 
All  Physicians  Participating  in  the  Two 
Programs 

Each  of  these  alternatives  is  complicated  and 
requires  more  study.  None  will  completely  sat- 
isfy all  S.  C.  physicians.  But  everybody  work- 
ing on  this  agrees  that  S.  C.  physicians  must 
take  a united,  virtually  unanimous  stand  to 
push  one  of  the  alternatives  with  any  hope  of 
success.  Nobody  can  get  all  they  want.  Every- 
body will  have  to  give  up  something.  Unless 
we  physicians  show  maturity,  mutual  respect, 
statesmanship  and  some  humility,  we  will  all 
be  on  the  same  minimum  scale  together  and 
that  won’t  help  anybody  but  the  taxpayer,  so 
it  would  not  be  a complete  loss. 

Another  Problem 

Background.  The  Joint  Underwriters  As- 
sociation is  the  only  source  of  medical  liability 
insurance  available  to  South  Carolina  physi- 
cians. It  has  2100  physician  subscribers  and 
has  collected  $3.7  million  in  its  first  year  of 
existence  by  greatly  increasing  rates  of  insur- 
ance to  all  physicians. 
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The  Problem 

According  to  JUA  statisticians,  the  16  phy- 
sicians claims  filed  so  far  portend  bankruptcy 
so  a 100  percent  assessment  of  all  members 
(that  is,  we  all  will  have  to  pay  a second  pre- 
mium equal  to  what  we  have  already  paid) 
will  be  necessary  before  July  1,  1976;  and  the 
fee  beginning  July  1 will  have  to  be  doubled. 
An  expensive  prospect! 

The  Solution 

SCMA,  after  extensive  consideration  (and 
this  means  that  some  of  your  colleagues  have 
taken  enough  time  away  from  their  practice 
to  get  a good  look  at  things,  hear  and  weigh 
all  the  evidence,  consider  and  make  a decision) 
has  decided  to  do  two  things: 

I.  Hire  our  own  actuarial  consultant  to 
determine  if  JUA  predictions  of  expenses  are 
valid.  This  will  cost  an  estimated  $5,000. 

II.  Seek  legislation  that  will  protect  you 
from  frivolous  liability  claims  yet  protect  a 
damaged  patient’s  right  for  recompense. 
States  that  have  achieved  such  legislation  have 
found  commercial  insurers  seeking  their  bus- 
iness, at  sensible  rates. 

Buddy  Pope  has  been  spending  full  time  at 
the  State  House,  telling  the  legislators  of  our 
position.  His  salary  for  this  makes  FDR's 
dollar-a-year  men  look  highly  paid.  He  de- 
serves much  credit  for  this.  Council  of  SCMA 
has  decided  to  develop  a program  to  help  ac- 
quaint physicians  with  the  situation,  teach  us 
how  to  motivate  the  people  and  the  Legislature 
to  support  up  and  to  w'ork  with  the  legislature. 

To  get  this  going  your  help  and  your  contri- 
butions are  needed.  You  are  the  one  that  will 
gain  from  success  or  lose  from  failure.  Help! 

EEK 


LETTERS  TO  EDITOR  DEPARTMENT 

Do  not  forget  the  new  department.  Keep 
those  letters  and  cards  coming,  folks!  We  want 
to  know  what  you  are  thinking. 

EEK 


Dear  Editor, 

Again  this  year  I am  compiling  a Biting 
Insect  Summary  and  would  appreciate  any 
case  reports  of  unusual  allergic  reactions, 
especially  systemic  (sneezing,  wheezing, 
urticaria)  to  bites  of  insects;  i.e.,  mosquitoes, 
fleas,  gnats,  kissing  bugs,  bedbugs,  chiggers, 
black  Hies,  horseflies,  sandflies,  deerflies, 
etc. 

I would  like  physicians  to  supply  me  with 
case  reports  of  those  patients  who  have  had 
unusual  reactions  to  such  insects.  Include  in 
your  reports  the  type  of  reactions  (immediate 
and  delayed  symptoms),  treatment,  the  age, 
sex,  and  race  of  the  patient,  the  site  of  the 
bite(s),  the  season  of  the  year,  and  any  other 
associated  allergies. 

If  skin  tests  and  hyposensitization  were 
instituted,  I would  like  the  report  of  both. 
Please  note  that  it  is  the  biting  (not  stinging) 
insect  in  which  I am  interested. 

If  you  have  found  any  insect  repellent,  local 
treatment,  or  insecticides  of  value,  I would 
also  appreciate  this. 

Please  send  this  information  to  the  following 
address; 

Claude  A.  Frazier,  M.D. 

4-C  Doctors  Park 

Asheville,  N.C.  28801 


May,  1976 


187 


NOT  TOO  LITTLE  w 

■ as  potent  as  the  pain  you  need  to  relieve  in  patients 
with  fractures,  sprains,  strains,  wounds,  contusions, 
and  the  pain  of  surgical  convalescence 

■ unlike  acetaminophen/codeine  combinations,  it 
does  not  sacrifice  anti-inflammatory  action 

NOT  TOO  MUCH 

* potent— yet  not  excessive  ■ addiction  liability  low 


NOT  TOO  EXPENSIVE 

■ brand-name  quality,  yet  reasonable  in  cost 

■ readily  available  in  both  hospital  and  local  pharmacies 

d CONVENIENCE 

■ telephone  Rx  in  most  states,  up  to  5 refills  in 

6 months  at  your  discretion  (where  state  law  permits) 


No.  3 

As  potent  as  the  pain  it  relieves 


e.g.  the  pain  of 
surgical  convalescence 


MIRIN  COMPOUND 
WITH  CODEINE  NO.  3 


codeine  phosphate*  (32.4  mg)  gr  34 

Each  tablet  also  contains:  aspirin  gr  3)4,  phenacetin  g r 2 34 , caffeine  gr  34.  ‘Warning-may  be  habit-forming. 


Wellcome 


Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 


GOVERNOR  JAMES  B.  EDWARDS  APPLAUDS 
RURAL  HEALTH  DELIVERY  PROJECT 


The  Rural  Health  Delivery  Project  which  the  Medical  Association  and  the  Hospital  Association 
announced  February  24  represents  a much  needed  step  toward  increasing  the  number  of  physicians 
in  South  Carolina.  Attracting  physicians  to  the  rural  underserved  areas  of  this  State  has  been  a 
priority  of  my  administration  as  well  as  previous  administrations  and  a continuing  concern  of  all 
persons  in  public  agencies  and  private  organizations  who  deal  daily  with  the  need  for  improved 
health  care  delivery. 

You  know  my  feeling  that  neither  the  public  nor  private  sectors  can  do  this  job  alone.  It  is  essen- 
tial that  both  groups  work  together  because  a partnership  approach  is  the  only  real  solution. 

I am  pleased  to  offer  my  full  support  and  to  commit  the  services  of  my  staff  to  assist  in  this  pro- 
gram any  way  we  can.  Please  don’t  hesitate  to  ask  for  any  help  you  need. 

We  would  appreciate  being  kept  informed  of  the  project’s  progress.  Also,  I hope  you  will  convey 
my  support  to  your  board  and  membership. 


With  warmest  regards, 
James  B.  Edwards 


A unique  hospital  specializing  in  treatment  of .. . 


ALCOHOLISM 
DRUG  ADDICTION 


In  this  restful  setting  away  from  pressures 
and  free  from  distractions,  the  Willingway 
staff,  with  understanding  and  compassion, 
carries  out  an  intensive  program  of 
therapy  based  on  honesty  and  responsi- 
bility. The  concepts  and  methods  are  ori- 
ginal, different  and  have  been  highly  suc- 
cessful for  fifteen  years. 

John  Mooney,  Jr.,  M.D.,  Director 
Dorothy  R.  Mooney,  Associate  Director 


311  JONES  MILL  RD.,  STATESBORO,  GA.  30458  TEL. (912)  764-6236 


ACCREDITED  BY  THE  J.C.  A.  H. 


May,  1976 
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Dear  Colleagues: 

As  I approach  the  end  of  my  year  as  your  President,  I wish  to  express  my  deep  appreciation 
for  the  great  honor  of  having  had  the  opportunity  of  serving  you  in  the  year  1975-76.  This  has  cer- 
tainly been  a year  of  great  challenge  and  responsibility  with  ever  increasing  activities  that  seemed 
to  have  reached  a crescendo  within  the  month  preceding  the  convention. 

It  has  been  a year  of  much  satisfaction  in  seeing  worthwhile  programs  being  established  by  our 
Association  through  the  cooperation  of  all  of  its  members,  the  members  of  the  committees  and  es- 
pecially do  I appreciate  the  great  work  done  by  your  councilors  and  officers.  You  have  really  had 
a great  team  working  for  you  in  this  year  1975-76.  Your  Headquarters’  staff  has  also  done  an  out- 
standing job  and  put  in  many  long  hours  to  meet  the  needs  of  the  moment.  Our  climactic  event  of 
the  year  is  the  introduction  of  the  Liability  Package  of  Bills  in  the  Legislature;  these  Bills  are  now 
in  the  Senate  and  the  House  Committees.  The  Senate  will  hold  an  open  hearing  at  3:00  p.m.  on 
Wednesday,  May  5 and  we  will  be  present  to  state  our  case.  The  House  Sub-Committees  are  also 
studying  the  bills  at  the  present  time  and  as  soon  as  the  Appropriation  Bill  is  out  of  the  way  in  the 
House,  this  will  come  up  on  the  agenda. 


■ 

§■ 
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It  is  imperative  that  every  doctor  in  South  Carolina  become  acquainted  with  the  contents  of  the 
seven  bills.  Literature  is  being  prepared  with  brochures  for  you  to  place  in  your  office  to  distribute 
to  your  patients.  Sample  speeches  are  prepared  for  information  so  that  you  might  talk  to  any  ser- 
vice club,  church  group  or  any  other  meeting  where  you  might  obtain  an  audience.  It  is  only  through 
the  concerted  efforts  of  everyone  with  taking  the  message  to  the  public  that  the  Legislature  will 
respond  with  meaningful  legislation  this  year.  The  most  imperative  bill  is  the  Statute  of  Limitations 
reducing  the  six  years  down  to  three  years  for  the  adult,  and  reducing  the  child’s  down  to  the  age  of 
six  plus  three.  HELP!!  ACT!!  SPREAD  THE  WORD.  GET  THE  MESSAGE  ACROSS  TO  THE 
PUBLIC  AND  TO  THE  LEGISLATURE. 

Again,  may  I express  my  sincere  appreciation  for  the  opportunity  afforded  me  this  year.  My 
efforts  have  been  to  represent  the  Medical  Association  in  articulate  fashion,  espousing  the  cause 
of  the  private  practice  of  medicine  and  the  maintenance  of  the  true  doctor-patient  relationship  so 
that  we  may  give  quality  care  to  all  South  Carolinians. 


Sincerely, 

C.  Tucker  Weston,  M.D. 
President 


May,  1976 
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WARING  HISTORICAL  LIBRARY  FILLED  WITH  RELICS 


Much  of  the  history  of  medicine  in  South 
Carolina  is  contained  in  the  Waring  Historical 
Library  of  the  Medical  University  of  South 
Carolina.  Materials  have  been  collected  over 
a considerable  period,  and  are  available  for 
use  by  interested  persons. 

The  historical  library,  a branch  of  the  gen- 
eral library  system,  has  approximately  6,000 
medical  books,  the  nucleus  of  which  comes 
from  the  collection  of  the  Medical  Society  of 
South  Carolina  in  Charleston.  Begun  in  1791, 
that  library  grew  slowly  over  the  years  to  a 
fairly  considerable  size,  suffering  certain 
depredations  in  the  period  of  the  Civil  War, 
and  thereafter  was  rather  neglected  for  a great 
many  years.  Most  of  the  books  date  from  the 
18th  and  19th  centuries,  and  there  are  early 
journals  of  the  period  from  England,  France, 
and  the  United  States.  A few  of  the  books  go 
back  to  the  16th  century. 

The  library  has  miscellaneous  museum  ob- 
jects (old  instruments,  medicine  chests,  saddle 
bags,  etc.),  and  a number  of  prescription  books 
and  day  books.  It  also  includes  the  handwrit- 
ten theses  of  students  of  the  Medical  College 
of  South  Carolina  from  1825  to  1831,  many 
Edinburgh  theses,  and  a number  of  lecture 
notes  from  South  Carolinians  who  studied 
at  Edinburgh  and  Pennsylvania. 

The  South  Carolina  collection  includes 
books  (old  and  new)  written  by  South  Carolin- 
ians and  files  of  biographical  and  general 
material  bearing  on  the  history  of  medicine 
in  the  state.  There  is  also  a modest  collection 
of  valuable  papers  and  documents,  mostly  of 
South  Carolinians,  a small  group  of  microfilms, 
and  a number  of  medical  prints  and  carica- 
tures. 

The  library  is  vitally  interested  in  obtaining 
books,  letters,  pictures,  objects,  and  personal 
papers  relating  to  historical  medicine  in  gen- 
eral and  to  South  Carolina  medicine  and  its 
physicians  in  particular.  The  interest  of  the 
profession  in  this  effort  is  warmly  solicited. 


A number  of  gifts  of  medical  interest  have 
been  presented  recently  to  the  Waring  Histor- 
ical Library  at  the  Medical  University  of  South 
Carolina. 

Mrs.  Frederick  E.  Kredel  of  Charleston  has 
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provided  the  papers  of  her  late  husband,  who 
served  as  the  first  full  time  Professor  of  Sur- 
gery at  the  Medical  University.  He  held  the 
professorship  from  1937  until  his  death  in  1961. 
The  papers  include  his  bibliography,  reprints 
of  some  of  his  articles,  photographs,  citations 
and  certificates  and  an  interesting  scrapbook 
of  his  trip  to  Kartabo,  British  Guiana  in  South 
America  in  the  1920’s  where  he  studied  the 
habits  of  the  three-toed  sloth.  Included  in  Mrs. 
Kredel's  gifts  is  a small  wooden  box  of  Doc- 
tors’ scales  with  figured  weights  marked  in 
Dutch. 

M rs.  Kredel  also  gave  the  library  some 
papers  of  the  heart  surgery  pioneer.  Dr.  Hor- 
ace Smithy  (1914-1948),  consisting  mostly  of 
drawings  and  illustrations  for  articles  he  wrote 
on  heart  surgery.  Included  is  an  illustration  of 
the  valvulotome  he  developed  at  the  Medical 
University  of  South  Carolina.  With  this  instru- 
ment he  successfully  performed  the  world’s 
first  intracardiac  surgery,  removing  scar  tissue 
caused  by  rheumatic  fever  in  the  mitral  valve. 

Miss  Clara  E.  Simons  of  Summerville  do- 
nated the  medical  library  of  her  father,  Dr. 
Edmund  Waring  Simons,  graduate  of  the  class 
of  1905  and  a Summerville  family  practitioner 
for  many  years.  The  library  is  representative 
of  one  of  the  turn  of  the  century  and  includes 
textbooks  he  had  at  Medical  College,  such  as 
Gray’s  Anatomy  of  1887,  Osier’s  Principles 
and  Practice  of  Medicine,  Howard  A.  Kelly’s 
Operative  Gynecology  as  well  as  approxi- 
mately one  hundred  other  books  of  the  period. 

Mrs.  Clifford  F.  Anderson  of  Greenville, 
S.  C.  gave  the  library  the  medical  and  surgical 
instruments  her  great  grandfather.  Dr.  John  S. 
Wolff,  used  in  his  practice  in  Laurens  County 
during  the  last  half  of  the  19th  century.  The 
instruments,  as  well  as  some  books  and  a pic- 
ture of  Dr.  Wolff,  were  recently  on  display  in 
an  exhibit  on  the  second  floor  hallway  of  the 
Medical  University  Library-Administration 
Building. 

Roper  Hospital  has  given  the  library  an  iron 
lung  which  will  be  placed  in  a lobby  or  hallway 
of  one  of  the  new  buildings  of  the  Medical 
University  with  a label  telling  of  its  use  and 
history.  It  will  serve  as  a reminder  to  genera- 
tions unfamiliar  with  poliomyelitis  of  the  im- 
portance of  immunization  against  the  disease. 

The  Journal  of  the  South  Carolina  Medical  Association 
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Membership  totals  are  rising.  As  of  April 
22,  honorary  was  159,  SCMA  was  1656,  AMA- 
ERF  555,  SOCPAC  570  and  the  Building  Fund 
1284. 

The  State  Board  of  Medical  Examiners 
announced  that  the  number  of  physicians  li- 
censed in  S.  C.  has  increased  to  over  3000. 
Fast  year  435  permanent  licenses  were  issued, 
391  by  endorsement  and  44  by  examination. 

At  the  1976  Annual  Meeting  the  House  of 
Delegates  passed  Dr.  Halstead  M.  Stone’s 
resolution  concerning  physician  review  by  the 
private  sector  of  the  health  insurance  field. 
Dr.  Stone’s  resolution  states  that  since  the 
S.  C.  Medical  Care  Foundation  was  organized 
to  establish  a peer  review  program  to  assure 
high  quality  medical  care  in  S.  C.,  be  it  re- 
solved that  physicians  should  continue  to 
develop  efficient  review  mechanisms  and  ex- 
tend them  to  insurance  carriers  of  the  private 
sector  who  want  quality  peer  review. 

The  Woman’s  Auxiliary  had  an  outstanding 
year  with  membership  increasing  to  1129,  a 
new  auxiliary  in  Dillon  and  plans  for  one  in 
Horry  County.  They  presented  an  AMA-ERF 
check  for  $18,620  to  the  Medical  University 
of  South  Carolina. 

SCMA  endorsed  immunization  of  all  citizens 
against  the  swine  influenza  at  the  Annual 
Meeting. 

The  yearly  financial  report  reveals  SCMA 
and  the  Building  in  good  financial  condition. 

SCMA  endorsed  an  AMA  proposal  support- 
ing joint  hospital  inspections.  The  AMA  pro- 
posal states  that  “it  develop  a plan  with  the 
assistance  of  the  Joint  Commission  on  Ac- 
creditation of  Hospitals  (JCAH),  by  which  the 
functions  of  the  JCAH  can  be  carried  out  with- 
out duplication  at  the  state  or  regional  level 
with  the  assurance  that  those  aspects  of  ac- 
creditation relating  to  physicians  care  will  be 
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BRIEF  SUMMARY  OF 
PRESCRIBING  INFORMATION 
ANTIMINTH  R (pyrantel  pamoate) 

ORAL  SUSPENSION 

Actions.  Antiminth  (pyrantel  pamoate)  has 
demonstrated  anthelmintic  activity  against 
Enterobius  vermicularis  (pinworm)  and  As- 
cans  lumbricoides  (roundworm).  The  anthel- 
mintic action  is  probably  due  to  the  neuro- 
muscular blocking  property  of  the  drug. 

Antiminth  is  partially  absorbed  alter  an  oral 
dose.  Plasma  levels  of  unchanged  drug  are 
low.  Peak  levels  (0.05-0. 13/rtg/ml)  are  reached 
in  1-3  hours.  Quantities  greater  than  50%  of 
administered  drug  are  excreted  in  feces  as 
the  unchanged  form,  whereas  only  7%  or  less 
of  the  dose  is  found  in  urine  as  the  unchanged 
form  of  the  drug  and  its  metabolites. 
Indications.  For  the  treatment  of  ascariasis 
(roundworm  infection)  and  enterobiasis  (pin- 
worm  infection). 

Warnings.  Usage  in  Pregnancy:  Reproduction 
studies  have  been  performed  in  animals  and 
there  was  no  evidence  of  propensity  for  harm 
to  the  fetus.  The  relevance  to  the  human  is  not 
known. 

There  is  no  experience  in  pregnant  women 
who  have  received  this  drug. 

The  drug  has  not  been  extensively  studied 
in  children  under  two  years;  therefore,  in  the 
treatment  of  children  under  the  age  of  two 
years,  the  relative  benefit/risk  should  be  con- 
sidered. 

Precautions.  Minor  transient  elevations  of 
SGOT  have  occurred  in  a small  percentage  of 
patients.  Therefore,  this  drug  should  be  used 
with  caution  in  patients  with  preexisting  liver 
dysfunction. 

Adverse  Reactions.  The  most  frequently  en- 
countered adverse  reactions  are  related  to  the 
gastrointestinal  system. 

Gastrointestinal  and  hepatic  reactions:  an- 
orexia, nausea,  vomiting,  gastralgia,  abdomi- 
nal cramps,  diarrhea  and  tenesmus,  transient 
elevation  of  SGOT. 

CNS  reactions:  headache,  dizziness,  drowsi- 
ness, and  insomnia.  Skin  reactions:  rashes. 
Dosage  and  Administration.  Children  and 
Adults:  Antiminth  Oral  Suspension  (50  mg  of 
pyrantel  base/ml)  should  be  administered  in  a 
single  dose  of  11  mg  of  pyrantel  base  per  kg 
of  body  weight  (or  5 mg/lb.);  maximum  total 
dose  1 gram.  This  corresponds  to  a simplified 
dosage  regimen  of  1 ml  of  Antiminth  per  10  lb. 
of  body  weight.  (One  teaspoonful=5  ml.) 

Antiminth  (pyrantel  pamoate)  Oral  Suspen- 
sion may  be  administered  without  regard  to 
ingestion  of  food  or  time  of  day,  and  purging 
is  not  necessary  prior  to,  during,  or  after  ther- 
apy. It  may  be  taken  with  milk  or  fruit  juices. 
How  Supplied.  Antiminth  Oral  Suspension  is 
available  as  a pleasant  tasting  caramel- 
flavored  suspension  which  contains  the  equiv- 
alent of  50  mg  pyrantel  base  per  ml,  supplied 
in  60  ml  bottles  and  Unitcups™  of  5 ml  in  pack- 
ages of  12.  

RO0RIG  <9 

A division  of  Pfizer  Pharmaceuticals 
New  York,  New  York  10017 
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eliminates  Pinworms  and  Roundworms  with  a single  dose 


'■  Single  dose  effectiveness  against 
both  pinworms  and  roundworms— 

The  only  single-dose  anthelmintic  effective 
against  pinworms  and  roundworms. 

• ■ Nonstaining  - to  oral  mucosa, 
stomach  contents,  stools,  clothing  or  linen. 

■ Well  tolerated  — the  most  frequently 
encountered  adverse  reactions  are  related 
to  the  gastrointestinal  tract. 


■ Economical  — a single  prescription 
will  treat  the  whole  family. 

■ Highly  acceptable  pleasant  tasting 
caramel  flavor. 

■ Convenient  — just  1 tsp.  for  every 

50  lbs.  of  body  weight.  May  be  taken  with- 

out  regard  to  meals  RQGRIG  <SBto 
or  time  of  day.  A a„isi0n  of  p,izer 

New  York.  New  York  10017 

Please  see  prescribing  information  on  facing  page.  NSN  6505-00- 148-6967 


Antiminth 


ORAL 

SUSPENSION 


(pyrantel  pamoate)  equivalent  to  50mg  pyrantel/ml 


evaluated  by  physicians,  utilizing  their  own 
voluntary  formats  for  the  surveys.” 

The  government  chose  95  Health  System 
Agencies  (HSAs)  to  develop  health  plans  and 
recommendations  under  the  National  Health 
Planning  and  Resources  Development  Act 
of  1974.  The  HSAs  for  S.  C.  are  Area  2,  Three 


Rivers  HSA,  Columbia;  Area  3,  Pee  Dee  Re- 
gional HSA,  Florence;  Area  4,  Palmetto-Low- 
country  HSA,  Charleston. 

The  House  of  Delegates  has  created  another 
vice  president  office,  so  in  the  elections  of  1977 
the  positions  of  First-  and  Second-Vice  Pres- 
ident will  be  filled. 
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Geropsychiatrist,  Board  Certified  or  Board 
Eligible,  Broughton  Hospital,  opportunities 
for  direct  patient  care,  teaching  and  research, 
associated  with  two  medical  schools,  good 
relationship  with  community  mental  health 
centers,  salary  range  $35,196  - $42,792,  40 
hour  week,  pay  for  additional  hours,  mal- 
practice insurance  paid  by  hospitals,  other 
benefits,  administrative  leave  to  attend  scien- 
tific meetings. 

For  further  information  call  or  write 

Robert  W.  Gibson,  Jr.,  M.D.,  Director 
Clinical  Services 
Broughton  Hospital 
Box  137 

Morganton,  North  Carolina  28655 
A/C  704  433-2566 


Psychiatrists,  Board  Certified  or  Board  Elig- 
ible, Broughton  Hospital,  opportunities  for 
direct  patient  care,  teaching  and  research, 
associated  with  two  medical  schools,  good 
relationship  with  community  mental  health 
centers,  salary  range  $35,196  - $42,792,  40 
hour  week,  pay  for  additional  hours,  mal- 
practice insurance  paid  by  hospital,  other 
benefits,  administrative  leave  to  attend  scien- 
tific meetings. 

For  further  information  call  or  write 

Robert  W.  Gibson,  Jr.,  M.D.,  Director 
Clinical  Services 
Broughton  Hospital 
Box  137 

Morganton,  North  Carolina  28655 
A/C  704  433-2566 
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Testing  in  Humans: 

Who, Where &When. 


he  weight  of  ethical  opinion: 

Few  would  disagree  that  the  effective- 
ess  and  safety  of  any  therapeutic  agent 
r device  must  be  determined  through 
inical  research. 

But  now  the  practice  of  clinical  re- 
?arch  is  under  appraisal  by  Congress,  the 
ress  and  the  general  public.  Who  shall 
dminister  it?  On  whom  are  the  products 
) be  tested?  Under  what  circumstances? 
md  how  shall  results  be  evaluated  and 
tilized? 

The  Pharmaceutical  Manufacturers 
issociation  represents  firms  that  are  sig- 
ificantly  engaged  in  the  discovery  and 
evelopment  of  new  medicines,  medical 
evices  and  diagnostic  products.  Clinical 
^search  is  essential  to  their  efforts.  Con- 
squently,  PMA  formulated  positions 
/hich  it  submitted  on  July  11,  1975,  to 
he  Subcommittee  on  Health  of  the  Sen- 
te Labor  and  Public  Welfare  Committee, 
is  its  official  policy  recommendations, 
iere  are  the  essentials  of  PMA’s  current 
hinking  in  this  vital  area. 

l.PMA  supports  the  mandate  and 
aission  of  the  National  Commission  for 
he  Protection  of  Human  Subjects  of 
fiomedical  and  Behavioral  Research  and 
ffers  to  establish  a special  committee 
omposed  of  experts  of  appropriate 
lisciplines  familiar  with  the  industry  s 
esearch  methodology  to  volunteer  its 
ervice  to  the  Commission. 

Z.PMA  supports  the  formation  of  an 
ndependent,  expert,  broadly  based  and 
epresentative  panel  to  assess  the  current 
tate  of  drug  innovation  and  the  impact 
ipon  it  of  existing  laws,  regulations  and 
)rocedures. 

3»When  FDA  proposes  regulations, 
t should  prepare  and  publish  in  the  Fed- 
eral Register  a detailed  statement  assess- 
ng  the  impact  of  those  regulations  on 
Irug  and  device  innovation. 

4*  PMA  proposes  that  an  appropri- 
Ltely  qualified  medical  organization  be 
incouraged  to  undertake  a comprehen- 
;ive  study  of  the  optimum  roles  and 
esponsibilities  of  the  sponsor  and  physi- 
:ian  when  company-sponsored  clinical 
•esearch  is  performed  by  independent 
:linical  investigators. 


5»PMA  recognizes  that  the  physician- 
investigator  has,  and  should  have,  the 
ultimate  responsibility  for  deciding  the 
substance  and  form  of  the  informed  con- 
sent to  be  obtained.  However,  PMA 
recommends  that  the  sponsor  of  the  ex- 
periment aid  the  investigator  in  dis- 
charging this  important  responsibility  by 
providing  ( 1)  a document  detailing  the 
investigator's  responsibilities  under  FDA 
regulations  with  regard  to  patient  consent, 
and  (2)  a written  description  of  the 
relevant  facts  about  the  investigational 
item  to  be  studied,  in  comprehensible 
lay  language. 

6.  In  the  case  of  children,  the  sponsor 
must  require  that  informed  consent  be 
obtained  from  a legally  appropriate  rep- 
resentative of  the  participant.  Voluntary 
consent  of  an  older  child,  who  may  be 
capable  of  understanding,  in  addition  to 
that  of  a parent,  guardian  or  other  legally 
responsible  person,  is  advisable.  Safety  of 
the  drug  or  device  shall  have  been  assessed 
in  adult  populations  prior  to  use  in 
children. 

7*PMA  endorses  the  general  prin- 
ciple that,  in  the  case  of  the  mentally 
infirm,  consent  should  be  sought  from 
both  an  understanding  subject  and  from 
a parent  or  guardian,  or  in  their  absence, 
another  legally  responsible  person. 

8.  Pharmaceutical  manufacturers 
sponsoring  investigations  in  prisons  must 
take  all  reasonable  care  to  assure  that  the 
facilities  and  personnel  used  in  the  con- 
duct of  the  investigations  are  suitable  for 
the  protection  of  participants,  and  for  the 
avoidance  of  coercion,  with  a respect  for 
basic  humanitarian  principles. 

9.  Sponsors  intending  to  conduct  non- 
therapeutic  clinical  trials  through  the 
participation  of  employee  volunteers 
should  expand  the  membership  and  scope 
of  its  existing  Medical  Research  Commit- 
tee, or  establish  such  an  internal  Medical 
Research  Committee,  with  responsibility 
to  approve  the  consent  forms  of  all 
volunteers,  designs,  protocols  and  the 
scope  of  the  trial.  The  Committee  should 
also  bear  responsibility  to  ensure  full 
compliance  with  all  procedures  intended 
to  protect  employee  volunteers  rights. 

10  .Where  the  sponsor  obtains  medi- 
cal information  or  data  on  individuals,  it 
shall  be  accorded  the  same  confidential 


status  as  provided  in  codes  of  ethics  gov- 
erning health  care  professionals. 

11.  PMA  and  its  member  firms  accept 
responsibility  to  aid  and  encourage  ap- 
propriate follow-up  of  human  subjects 
who  have  received  investigational  prod- 
ucts that  cause  latent  toxicity  in  animals 
or,  during  their  use  in  clinical  investiga- 
tion, are  found  to  cause  unexpected  and 
serious  adverse  effects. 

12.  PMA  supports  the  exploration 
and  development  by  its  member  compa- 
nies of  more  systematic  surveillance  pro- 
cedures for  newly  marketed  products. 

13  •When  a pharmaceutical  manu- 
facturer concludes,  on  the  basis  of  early 
clinical  trials  of  a basic  new  agent,  that  a 
new  drug  application  is  likely  to  be  sub- 
mitted, a proposed  development  plan 
accompanied  by  a summary  of  existing 
data,  would  be  submitted  to  the  FDA. 
Following  a review  of  this  submission, 
the  FDA,  and  its  Advisory  Committee 
where  appropriate,  would  meet  with  the 
sponsor  to  discuss  the  development  plan. 
No  formal  FDA  approval  should  be  re- 
quired at  this  stage.  Rather,  the  emphasis 
should  be  on  identification  of  potential 
problems  and  questions  for  the  sponsor’s 
further  study  and  resolution  as  the  pro- 
gram develops. 

The  PMA  believes  that  health  profes- 
sionals as  well  as  the  public  at  large 
should  be  made  aware  of  these  13  points 
in  its  Policy  on  Clinical  Research.  For 
these  recommendations  envisage  con- 
structive, cooperative  action  by  industry, 
research  institutions,  the  health  profes- 
sions and  government  to  encourage  crea- 
tive and  workable  responses  to  issues 
involved  in  the  clinical  investigation  of 
new  products. 

Pharmaceutical  Manufacturers 
Association 

1155  Fifteenth  Street,  N.W 
Washington,  D.  C.  20005 
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S.  C.  DEPARTMENT  OF  HEALTH  AND 
ENVIRONMENTAL  CONTROL’S 
PERINATAL  PROGRAM 


KAREN  M.  LYNCH* 

HENRY  C.  HEINS,  JR.,  M.D.,  M.P.H.** 


The  S.  C.  Department  of  Health  and  Envir- 
onmental Control,  in  a partnership  effort  with 
interested  physicians,  began  one  of  its  major 
efforts  in  1975.  This  effort  is  to  reach  DHEC’s 
goal  of  insuring  that  all  pregnant  women  in 
South  Carolina  have  the  necessary  level  of 
quality  maternity  care  needed  to  insure  op- 
timum health  and  produce  a healthy  baby.  This 
program  is  the  High  Risk  Perinatal  Program. 

With  South  Carolina  ranking  48th  in  the 
United  States  in  perinatal  mortality  and  ap- 
proximately 19,000  women  needing  subsidized 
maternity  care,  a logical  step  was  to  institute 
a program  to  provide  maternity  care  that  in- 
cluded delivery  and  care  of  the  newborn.  As 
with  any  program,  the  beginning  was  slow  due 
to  lack  of  funding  and  other  problems.  DHEC, 
therefore,  set  a priority  on  providing  the  mater- 
nity care  which  included  delivery  to  only  those 
medically  indigent  patients  designated  as  high 
risk. 

* Project  Administrator,  Division  of  Family  Planning  and 
Maternal  Care  - DHEC 

**Deputy  Bureau  Chief,  Maternal  and  Child. Health,  Dept, 
of  Health  and  Environmental  Control;  Associate  Profes- 
sor Ob/Gyn.  Medical  University  of  South  Carolina. 


Prevention  of  maternal  and  infant  morbidity 
and  mortality  through  early  identification  and 
treatment  is  the  philosophy  of  DHEC’s  pro- 
gram. It  is  designed  to  provide  early  and  con- 
tinued care  of  the  mother,  rather  than  emer- 
gency care  at  the  time  of  delivery,  and  depends 
on  cooperation  of  the  private  sector  of  med- 
icine. 

The  DHEC  High  Risk  Perinatal  program 
was  built  around  the  statewide  perinatal  con- 
cept designed  by  Dr.  Henry  Heins,  Deputy 
Bureau  Chief,  DHEC,  (Regionalization  of 
Perinatal  Health  in  S.C.).  Three  hospital 
levels  of  care  are  identified,  each  with  certain 
characteristics  of  facilities,  equipment  and  per- 
sonnel and  which  identified  other  aspects  of 
prenatal  and  postnatal  care  needed  by  patients. 

During  FY  74-75,  inception  year  of  the  pro- 
gram, 43  high  risk  women  received  prenatal 
care  and  delivery  and  44  infants  received  new- 
born care.  For  FY  75-76,  it  is  anticipated  that 
700  high  risk,  medically  indigent  women  will 
receive  maternity  care,  including  delivery  ser- 
vices, and  their  children  will  receive  neonatal 
care. 


June,  1976 
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There  are  two  methods  in  which  perinatal 
activities  are  being  funded.  The  first  is  that  3 
Health  Districts  in  the  state  (Waccamaw,  Wat- 
eree,  and  Pee  Dee)  have  received  funds  to 
operate  pilot  High  Risk  Perinatal  projects. 
Each  will  develop  approaches  to  care  and  has 
the  authority  to  decide  which  patients  are  to 
receive  high  risk  care,  based  on  established 
program  policies  and  procedures.  Hopefully, 
these  three  areas  will  be  able  to  demonstrate 
new  and  effective  concepts  that  can  be  applied 
statewide. 

The  funding  for  the  three  districts  is  a com- 
bination of  state  appropriated  and  federal 
Maternal  and  Child  Health  funds.  The  funding 
not  only  includes  money  to  pay  hospital  and 
physicians’  fees  for  prenatal  care  and  delivery, 
but  also  provides  funds  for  specialty  staff,  such 
as  nurses,  aides,  social  workers,  nutritionists, 
and  health  educators  to  work  with  the  high  risk 
patients  to  provide  a comprehensive  service. 

It  is  planned  that  two  other  districts  (Mid- 
lands, and  Upper  Savannah)  will  operate  sim- 
ilar projects  with  Health  Care  Extension  funds 
appropriated  by  the  General  Assembly. 

The  other  seven  districts  can  participate  in 
the  High  Risk  Perinatal  program  through  the 
DHEC  Central  Office.  Each  District  must 
make  arrangements  with  local  Obstetricians 
and  Pediatricians,  to  provide  high  risk  pre- 
natal care,  delivery,  and  newborn  care  in  coop- 
eration with  Health  Department  personnel. 
The  program  concept  calls  for  each  Health 
Department  to  set  up  High  Risk  Prenatal 
Clinics.  Where  this  is  not  possible,  arrange- 
ments must  be  made  with  local  obstetricians 
and  pediatricians  to  see  the  high  risk  patients 
in  their  offices.  The  District  must  also  have 
arrangements  for  patient  hospitalization  with 
a level  I or  level  II  hospital. 

A level  I hospital  is  one  which  delivers  nor- 
mal obstetric  and  neonatal  care.  A level  II 
hospital  provides  service  at  the  district  level 
and  deals  with  most  of  the  obstetric  and  pedi- 
atric problem  cases.  A level  III  hospital  serves 
a region  for  the  care  of  the  most  complicated 
case. 

A simple  payment  mechanism  for  physicians 
who  provide  obstetric  and  pediatric  services 
for  health  department  patients  is  not  what  it’s 
about.  The  program  is  designed  to  insure  that 
patients  receive  special  care  prenatally  and 
receive  delivery  care  in  a Level  II  or  III  hospital 


equipped  and  staffed  adequately  to  handle 
high  risk  mothers  and  infants. 

After  a district  has  made  arrangements  with 
physicians  and  hospitals,  that  district  can  sub- 
mit application  to  D.  H.E.C.  for  payment  of 
care.  An  application  and  score  sheet  is  com- 
pleted on  each  patient  determined  to  be  high 
risk.  The  score  is  an  objective  method  used  to 
determine  the  degree  of  patient  risk.  It  takes 
into  consideration  (1)  socio-economic  factors, 
(age,  parity,  marital  status,  poverty  level,  edu- 
cational level,  and  conditions  for  home  de- 
livery); (2)  Nutrition,  (weight  of  patient  outside 
standard  weight  range,  Hb  less  than  10  grams, 
UN/TN  ratio  of  less  than  60);  (3)  Past  preg- 
nancy performance  (difficult  labor,  previous 
cesarean  section,  history  of  post-partum  hem- 
orrhage); (4)  Past  pregnancy  outcome  (fetal 
death,  neonatal  death,  major  congenital 
anomaly,  low  birth  weight,  three  consecutive 
abortions,  damaged  infant);  and  (5)  medical 
or  obstetric  complications  present  pregnancy 
(pre-eclampsia,  eclampsia,  HVD,  diabetes, 
heart  disease,  Rh  disease,  Rh  sensitization, 
sickle  cell  anemia,  hemoglobinopathies,  renal 
disease,  mental  retardation  and  mental  ill- 
ness). A patient  is  considered  high  risk  if  she 
scores  5 or  more  points  on  the  score  sheet. 

There  are  an  estimated  7500  high  risk  preg- 
nancies each  year  in  South  Carolina.  Hope- 
fully, the  D. H.E.C.  High  Risk  Perinatal  Pro- 
gram will  be  able  to  assist  in  lowering  the  neo- 
natal mortality  rate  from  its  present  15.8/1000 
live  births  and  reduce  the  fetal  mortality  ratio 
from  its  current  15.4  deaths/ 1000  births.  □ 
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IDENTIFICATION  OF  THE  HIGH  RISK 
OBSTETRICAL  PATIENT:  THE  USE  OF  AN 
OBJECTIVE  SCORING  METHOD 


HENRY  C.  HEINS,  JR.,  M.D.,  M.P.H.* 


The  idea  of  an  objective  scoring  method  to 
identify  high  risk  patients  early  in  their  preg- 
nancy is  not  new.  Investigators  i- 2- 3 have  stu- 
died this  approach  since  the  early  1960’s. 

An  advantage  of  this  particular  system  is  its 
simplicity.  Maybe  it  has  been  over  simplified. 
Only  experience  with  it  will  determine  if  all, 
or  at  least  most,  of  the  high  risk  patients  will 
be  sorted  from  the  general  obstetric  popula- 
tion. 

This  paper  is  a preliminary  report  of  an 
analysis  of  2,035  score  sheets  done  at  the  pa- 
tient’s first  or  second  prenatal  visit  at  the 
Obstetrical  Clinics  at  the  Medical  University 
of  South  Carolina.  (Fig.  1) 

I emphasize  preliminary  report  because  it 
is  a grouping  of  data  on  these  patients  to  show 
high  risk  score  as  related  to  pregnancy  out- 
come. The  multiple  variate  discriminate  analy- 
sis to  demonstrate  any  predicting  potential  is 
being  done  at  present. 

ANALYSIS:  2035  Scores 

1498  Scored  0-4  (low  risk) 

537  Scored  5-15  (high  risk) 

26%  of  OB  population  caused  60%  of  the  perinatal 
mortality  and  52%  of  perinatal  morbidity. 

Fig.  I 


* Deputy  Bureau  Chief  Maternal  and  Child  Health,  De- 
partment of  Health  and  Environmental  Control,  Associ- 
ate Professor  Obstetrics  and  Gynecology,  MUSC. 


The  report  is  preliminary  also  because  the 
scoring  system  is  still  in  the  development 
stage  — how-  many  points  to  be  given  to  each 
perinatal  variable  is  still  controversial. 

If  the  patient  that  is  most  likely  to  have 
problems  can  be  pulled  from  the  obstetrical 
population  to  receive  more  intensive  care  and 
if  this  care  can  be  show-n  to  improve  preg- 
nancy outcome,  then  the  system  is  successful. 

The  score  sheet  is  described  in  Figure  2, 
which  can  be  administered  by  a nurse,  social 
worker,  or  other  medical  attendants  on  the 
initial  visit. 

A score  of  five  points  identifies  the  patient 
as  being  at  risk. 

One  point  is  given  for  any  of  the  demo- 
graphic or  socio-economic  factors  listed. 

Tw  o points  are  given  if  any  of  the  nutritional 
factors  are  present.  These  factors  are  certain- 
ly intertwined  with  the  socio-economic  factors. 

Three  points  are  given  if  the  patient  has  a 


LOW  BIRTH  WEIGHT  BY  SCORE 


SCORE 

NUMBER  OF 
PATIENTS 

NUMBER  OF  LOW 
BIRTH  WEIGHTS 

1 

O 

1498 

114 

(7.5%) 

5-9 

479 

95 

(20  %) 

10  - 15 

58 

13 

(22  %) 

* Less  than  2500  Grams 

Fig.  II 
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OBSTETRIC  PATIENTS  - HIGH  RISK  SCORE  SHEET 

Assign  high  risk  if  +5  or  greater: 

I.  Socio-economic  (+1  for  each  factor). 

A;  - less  than  18  or  greater  than  34. 

Parity  - 0 or  greater  than  4. 

Marital  status  - unwed. 

Educational  status  - less  than  12  years. 

II.  Nutritional  (+2  for  each  factor) 

HB  - less  than  10  grams. 

UN/ TN  ratio  - less  than  60. 

Height  - less  than  60  inches. 

Weight  - less  than  100  lbs.  or  greater  than  200  lbs. 

III.  Past  pregnancy  performance  (+3  for  each  factor). 
Difficult  labor  - prolonged  labor. 

Damaged  infant. 

Congenital  major  anomaly. 

Previous  cesarean  section. 


IV.  Past  pregnancy  outcome  (+4  for  each  factor) . 
Fetal  death. 

Neonatal  death. 

Low  birth  weight  (less  than  5*5  lbs.) 


V.  Medical  or  obstetric  complication,  present 
pregnancy  (+5  for  this  factor) . 

HIGH  RISK  SCORE 


Indication  for  high  risk  care  Ultrasonic  laminography : 

& plan  for  care  (outline).  Date  #Wks.  BPD  Gest.  Age. 


L/S  & Other  Studies: 


Estr iols : 


Value 


Fig.  Ill 


LOW  AJPGARS  ( < 7 ) BY  SCORE 

SCORE  PATIENTS  ONE  MINUTE  APGAR  SCORE  < 7 FIVE  MINUTE  APGAR  SCORE  < 7 


0 - 

4 

1498 

174 

(11%) 

82 

(5%) 

5 - 

9 

479 

99 

(20%) 

62 

(127o) 

10  - 

15 

58 

11 

(19%) 

7 

(12%) 

Fig.  IV 
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poor  obstetrical  performance  history.  One  does 
not  have  to  practice  obstetrics  long  to  realize 
that  the  patient  is  more  likely  to  repeat  her 
performance  of  a desultory  or  prolonged  la- 
bor. for  example. 

Four  points  are  given  for  a history  of  poor 
pregnancy  outcome.  The  patient  with  a history 
of  a stillborn,  a neonatal  death,  or  a low  birth 
weight  infant  is  at  twice  the  risk  of  a repeat 
performance  than  the  patient  without  the  poor 
history. 

Five  points  are  given  if  the  patient  has  a cur- 
rent obstetrical  or  medical  complication  such 
as  diabetes,  hypertensive  vascular  disease,  or 
renal  disease. 

The  award  of  five  points  was  given  to  be 
certain  that  all  possible  high  risk  patients 
would  be  seen  in  high  risk  clinic. 

The  high  risk  clinic  has  grown  from  30  pa- 
tients once  a week  to  30  patients  twice  weekly 
at  the  Medical  University  of  South  Carolina. 

In  the  present  physical  set-up,  more  than  30 
patients  at  a clinic  session  will  not  allow’  for 
the  important  post-clinic  conference.  All  mem- 
bers of  the  perinatal  health  team  (nurse,  social 
worker,  nutritionist,  and  health  educator)  take 
part  in  these  conferences. 

The  incidence  of  low  birth  weight  infants  in 
the  low  risk  groups  and  high  risk  groups  are 
shown  in  Figure  3. 


Low  birth  weight  is  the  variable  most  closely 
associated  with  poor  pregnancy  outcome. 

Low  APGAR  scores  (less  than  7),  both  the 
one  minute  and  the  five  minute,  are  in  higher 
percentages  in  the  high  risk  group.  (Fig.  4) 

Neonatal  morbidity  is  increased  in  the  high 
risk  group.  (Fig.  5) 

The  perinatal  mortality  (Perinatal  Mortality 
II)  was  increased  as  the  score  increased.  (Figs. 
6 & 7) 

NEONATAL  MORBIDITY  BY  SCORE 


SCORE 

TOTAL  PATIENTS 

MORBID 

INFANTS 

i 

o 

1498 

108 

(7%) 

5-9 

479 

104 

(21%) 

10  - 15 

58 

13 

(22%) 

Fig.  V 

293  Patients  at  risk  by  History  and  Current  Complications 
14%  of  OB  population  = 51%  of  perinatal  deaths 


Fig.  VII 


PREGNANCY  OUTCOME  BY  SCORE 


STILLBORNS  NEONATAL  DEATHS  PERINATAL  MORTALITY  II 


SCORE 

PATIENTS 

ANTEPARTUM 

INTRAPARTUM 

0-7  days 

8 

- 28  days 

>500  Graas 

0-4 

1498 

2 

4 (4/1000) 

12 

2 

(9/1000) 

13/1000 

5-9 

479 

5 

6 (23/1000) 

14 

0 

(30/1000) 

53/1000 

10  - 15 

58 

0 

2 (34/1000) 

1 

1 

(34/1000 

68/1000 

Fig.  VI 


HIGH  RISK  SCORE  BY  HISTORY  VS.  CURRENT  COMPLICATIONS 


SCORE  PATIENTS 

LOW  BIRTH  WEIGHTS 

PERINATAL 

FETAL 

DEATHS 

NEONATAL 

PERINATAL  MORTALITY  II 

0-4 

1498 

114 

(7.57.) 

5 

11 

13/1000 

5-7 

By  History 
Alone 

115 

33 

(287.) 

1 

3 

35/1000 

5 

By  Current 
Comp.  Alone 

129 

25 

(197.) 

3 

1 

31/1000 

5-15 

By  both  History 
and  Current  Comp. 

293 

83 

(287.) 

10 

15 

85/1000 

FIG.  VIII 
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DIFFICULT  LABOR  BY  SCORE 


SCORE 

PATIENTS  PROLONGED  LABOR  ( >24  HOURS) 

0 - 4 

1498 

28  (1.8%) 

5-9 

479 

15  (3.1%) 

10  - 15 

58 

1 (1.7%) 

FIG.  IX 

CESAREAN  SECTION  BY  SCORE 

SCORE 

PATIENTS 

CESAREAN  SECTIONS 

0-4 

1498 

258  (17%) 

5-9 

479 

86  (187c) 

10  - 15 

58 

17  (297c) 

FIG.  X 

It  was  interesting  that  the  patient  with  poor 
history  alone  had  near  the  same  perinatal  mor- 
tality as  did  the  patient  with  a current  com- 
plication alone.  (Fig.  8) 

But  note  how  the  mortality  increased  in  the 
patient  group  with  both  the  poor  history  plus 


the  complication  in  the  current  pregnancy. 

It  was  disappointing  that  the  type  of  labor 
(greater  than  24  hours)  or  incidence  of  cesar- 
ean section  was  not  apparently  related  to  the 
score  on  the  initial  visit.  (Figs.  9 & 10) 

Despite  some  short  comings,  the  scoring 
concept  deserves  serious  consideration. 

The  principle  of  early  objective  scoring 
would  appear  to  have  three  main  advantages. 
Firstly,  it  enables  those  patients  at  high  risk 
to  be  identified  early  in  pregnancy  and  there- 
fore receive  intensive  investigation  and  care. 
Secondly,  it  provides  the  non-specialist  with  a 
simple  screening  test  and  this  should  encour- 
age early  referral  of  problems  or  potential 
problem  patients.  Thirdly,  the  idea  of  an  ob- 
jective score  system  may  have  some  advan- 
tages as  a teaching  aid,  as  it  provides  a sum- 
mary of  important  obstetric  factors  and  at- 
tempts some  quantitation  of  risks  during  preg- 
nancy. □ 
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Recurrent  diarrhea  of  26  years  duration  due  to 
Isaspora  belli:  A case  report. 


JAMES  M.  RAVENEL,  M.D.* 

JAMES  L.  SUGGS,  M.D.** 

CLARENCE  W.  LEGERTON,  JR.,  M.D.*** 


Coccidia  are  one-celled  intestinal  parasites 
that  are  rarely  seen  in  man,  although  they  are 
ubiquitous  in  the  animal  kingdom. 

Of  the  coccidia,  probably  only  Isaspora  belli 
causes  disease  in  humans.  Recently  a man  with 
a 26  year  history  of  intermittent  diarrhea  due 
to  this  organism,  was  studied  at  the  Medical 
University  of  South  Carolina. 

Case  Report 

J.S.,  a 48-year-old  Caucasian  male  was  first 
seen  at  the  Medical  University  of  South  Caro- 
lina in  August  of  197 1 for  evaluation  of  diarrhea 
which  had  occurred  periodically  since  military 
service  in  the  South  Pacific  in  1945.  The  initial 
manifestation  in  the  patient  and  in  other  fellow 
soldiers  was  diarrhea.  Medications  of  unknown 
type  were  given  with  equivocal  results.  Fol- 
lowing return  to  the  United  States,  the  patient 
continued  to  have  one  to  two  week  episodes 
of  diarrhea  occurring  every  three  to  four 
months.  He  was  treated  for  amoebiasis  in  1948 
with  unknown  medications,  and  experienced 
no  change  in  symptoms.  Diarrhea  persisted 

* Private  Practice,  Gastroenterology,  Charleston,  S.  C. 

**Family  Practice,  Marion,  S.  C 

***Dept.  of  Gastroenterology,  MUSC,  Charleston,  S.  C. 


until  1962,  when  a stool  specimen  was  exam- 
ined by  the  Center  for  Disease  Control  (Com- 
municable Disease  Center)  in  Atlanta  and  was 
found  to  contain  Strongyloides  and  Isaspora 
belli.  Tetracycline  and  Delvex  (dithiazanine 
iodide)  200  mgm.  t.i.d.  were  prescribed  with 
prompt  relief  of  the  diarrhea.  Subsequently 
Delvex  was  found  to  be  effective  in  controlling 
the  diarrhea,  with  response  occurring  after 
some  10  to  12  days  of  therapy  on  repeated 
occasions.  On  admission  to  the  Medical  Uni- 
versity Hospital  in  August,  1971,  the  patient 
had  stools  which  were  loose  to  watery,  brown 
in  color  and  with  a foul  odor,  with  frequency  of 
up  to  10  per  day.  There  had  been  no  weight 
loss  and  physical  examination  was  unremark- 
able. Hgb.  12.8  Gm%,  white  count  5,200  with 
14%  eosinophiles.  Stools  were  repeatedly  neg- 
ative on  routine  exam  for  blood,  ova  and  para- 
sites. Serum  carotene  was  12.5  mcg.%  (normal 
20-60  mcg.%),  prothrombin  time  was  normal. 
D-xylose  excretion  was  1.7  Gm.  per  5 hours  of 
urine  collection  (normal  being  5 Gm.  or 
greater),  albumin  2.9  Gm.%,  globulin  3.4  Gm.% 
with  a normal  electrophoresis  and  normal 
levels  of  immunoglobulins.  A jejunal  biopsy 
done  with  a Crosby  capsule  was  interpreted 
as  having  flattening  of  the  villi  with  plasma 
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cell  and  eosinophilic  polymorphonucleocyte 
infiltration  of  the  lamina  propria.  A presump- 
tive diagnosis  of  eosinophilic  enteritis  was 
made  at  that  time. 

In  November  of  1972  the  patient  was  read- 
mitted to  the  Medical  University  for  further 
evaluation  of  the  persistant  diarrhea,  now 
accompanied  by  a weight  loss  of  15  lbs.  (155 
to  140)  over  the  preceding  4 months.  In  addi- 
tion he  had  severe  prolapsing  hemorrhoids. 
A small  bowel  series  done  a few  weeks  prior 
to  this  admission  had  shown  a markedly  abnor- 
mal pattern  with  flocculation  (segmentation  ? 
dilitation  ?).  Except  for  severe  hemorrhoids, 
physical  examination  remained  within  normal 
limits. 

The  following  laboratory  values  were  ob- 
tained: Hgb.  13.6  Gm.,  white  blood  count 

9,500  with  27%  eosinophiles;  prothrombin 
time  85%;  absorption  of  radioactive  trioleic 
acid  9.8%,  and  oleic  acid  10.1%  (normals  being 
greater  than  8%  for  both);  D-xylose  absorp- 
tion 3.8  Gm./5  hours;  albumin  2.36  Gm.%and 
globulins  normal  except  for  slightly  elevated 
gamma  globulin  of  1.77  Gm.%.  In  a renewed 
effort  to  isolate  an  intestinal  parasite,  special 
stool  procedures  were  carried  out.  On  zinc 
sulfate  flotation  techniques,  oocysts  of  Isas- 
pora belli  were  identified.  This  finding  led  to 
further  studies  of  the  small  intestinal  mucosa. 
However,  we  were  unable  to  demonstrate  any 
parasites  in  the  mucosa  even  after  staining 
with  Giemsa  and  Colophonium,  as  suggested 
by  Brandborg  for  histological  demonstrations 
of  Isaspora  belli .3 

During  hospitalization  hemorrhoidectomy 
was  carried  out  and  therapy  was  begun  with 
Dizan,  which  is  a veterinary  preparation  iden- 
tical with  Delvex  (Delvex  is  no  longer  made 
by  the  Eli  Tilly  Company).  The  active  ingredi- 
ent in  Dizan  is  dithiazanine. 

Since  being  hospitalized  at  the  Medical 
University  of  South  Carolina  in  1972,  the  pa- 
tient has  continued  to  have  intermittant  epi- 
sodes of  diarrhea  and  has  also  developed  psor- 
iasis with  psoriatic  arthritis.  He  was  evaluated 
at  another  medical  center  in  December  1975 
and  continues  to  take  Dizan  periodically  as 
well  as  topical  agents  for  his  psoriatic  skin 
disease  and  Indocin  for  psoriatic  arthritis. 


Discussion 

Coccidia,  though  widely  found  in  the  animal 
kingdom,  are  rarely  found  in  man  and  were 
first  described  in  man  by  Virchow  in  I860.2 
Probably  only  one  species  of  coccidia,  Isaspora 
belli,  infests  man.  Human  infestations  with 
this  parasite  were  widely  distributed  in  tropical 
regions  during  World  Wars  I and  II,  and  are 
now  regularly  seen  in  certain  parts  of  the 
world,  such  as  Santiago,  Chile,  where  there 
are  reported  to  be  30  cases  per  year.2-3  Only 
a few  greater  than  60  cases  have  been  reported 
in  the  United  States  and,  interestingly  enough. 
South  Carolina  has  had  32  of  these  cases. 14 
These  previous  cases  in  South  Carolina  were 
reported  by  Jeffry  and  occurred  in  1955  and 
1956  at  Pineland  Training  School,  an  institu- 
tion for  the  mentally  deficient  near  Columbia. 
No  primary  source  of  this  infestation  was  ever 
found. 

Isaspora  belli  is  a unicellular  organism  which 
reproduces  both  by  gametogony  (sexually) 
and  schizogony  (asexually)  in  the  intestinal 
epithelium.  Sporulated  oocyst  (asexual  stage), 
which  have  been  observed  to  be  excreted  from 
convalescent  cases  for  up  to  120  days,  must 
be  ingested  for  infestation  to  occur.4  Following 
ingestion,  the  sporulated  oocysts  invade  the 
small  bowel  mucosa  where  replication  occurs 
by  either  schizogony  or  gametogony.  Diagnosis 
of  infestation  has  been  made  by  small  bowel 
biopsy  and  histological  demonstration  of  the 
organism  in  the  intestinal  epithelium,  but  in- 
festation may  also  be  diagnosed  by  stool  exam- 
ination using  zinc  sulfate  flocculation  tech- 
nique.3 

The  diarrhea  classically  described  with  in- 
fection of  Isaspora  belli  consists  of  pale  yellow, 
loose  and  foul  stools  containing  Charcot- 
Leyden  crystals,  and  without  blood,  Steator- 
rhea, weight  loss,  headache,  abdominal  dis- 
comfort and  fever  have  also  been  described. 
The  disease  is  usually  self-limited,  lasting  from 
a few  days  to  several  weeks.  Our  patient  suf- 
fered weight  loss  and  abdominal  discomfort. 
His  diarrheal  stools  were  brown  and  he  had  no 
clinical  steatorrhea,  but  adequate  laboratory 
tests  to  eliminate  chemical  steatorrhea  were 
not  performed.  He  had  oocysts  of  Isaspora 
belli  demonstrated  in  his  stool,  but  none  were 
seen  on  jejunal  biopsy  after  special  staining. 
Most  notably,  however,  is  the  duration  of  his 
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diarrhea.  It  is  likely  that  he  has  had  infestation 
of  Isaspora  belli  at  least  10  years  and  possibly 
for  more  than  25  years.  He  has  no  proven-im- 
munoglobulin deficiency  but  complete  testing 
for  immunological  competency  was  not  done. 

Isaspora  belli  is  usually  a self-limited  dis- 
ease not  requiring  specific  chemotherapy. 
Delvex  (dithiazanine  iodide)  may  have  amel- 
iorated our  patient’s  symptoms,  but  obviously 
did  not  eradicate  his  infection.  Nitrofurantoin 
has  been  reported  to  be  successful  in  eradica- 
tion of  this  organism,  and  also  a combination 
of  pyrimethamine  and  sulfiadiazine,  but  there 
is  no  agreement  on  the  drug  therapy  of  persis- 
tent cases  of  Isaspora  belli. 3- 5'  6 


Summary 

A case  of  Isaspora  belli , a rare  human  in- 
testinal parasite,  which  has  persisted  for 
perhaps  26  years  is  reported.  This  may  be  the 
longest  duration  of  any  case  in  literature.  At- 
tention is  also  brought  to  the  fact  that  South 


Carolina  has  as  many  reported  cases  of  Isas- 
pora belli  as  any  other  state  in  the  United 
States.5  □ 
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WANTED!!  A WIZARD  TO  FINANCE  ADEQUATE 
PROGRAMS  FOR  THE  MENTALLY  DISABLED 


WILLIAM  S.  HALL,  M.D.* 


Presented  before  the  27th  Institute  on  Hos- 
pital and  Community  Psychiatry  of  the  Amer- 
ican Psychiatric  Association,  September  23, 
1975,  Washington,  D.  C.  Printing  permission 
obtained  from  aforementioned  Association. 


All  of  us  are  caught  in  that  inexorable 
squeeze  between  court-ordered  change,  bur- 
eaucratic mandates,  cost  inflation  which  forces 
its  counterpart  — salary  devaluation,  and  our 
consumers  (patients  and  their  families)  — peo- 
ple from  all  sides  who  demand  that  we  deliver 
more  and  do  more. 

And  on  the  other  side  of  the  coin  are  the 
Legislatures  and  Congress  which  refuse  to 
appropriate  more  funds  to  meet  these  cries  of 
crisis  — but,  on  the  contrary  — fund  even  less 
than  what  are  recognized  as  being  valid  with- 
in operational  cost  increases. 

These  funding  sources  have  no  mandates  — 
no  court  orders  and  in  general  they  have  little 
time  for  and  little  understanding  of  how  health 
care  standards  equate  to  increased  costs. 

In  South  Carolina,  we  are  not  throwing  up 
our  hands,  so  for  just  a few  minutes,  I will 
talk  about  what  we  are  doing. 

We  think  we  are  doing  pretty  good  in  the 
“poor”  State  of  South  Carolina. 

Third-party  payments  for  the  fiscal  year 
which  ended  June  30,  1975  totaled  $8,731,280. 
This  was  a 25  per  cent  increase  over  the  pre- 
vious year. 

Fees  collected  from  paying  patients  — other 
than  third-party  payees  — totaled  $2,722,511, 
and  this  was  a 12.7  per  cent  increase  over  the 
previous  year. 


*South  Carolina  State  Commissioner  of  Mental  Health  and 
Clinical  Professor  of  Psychiatry,  MUSC. 


Excluding  the  Medicaid  payments  which  go 
into  our  operating  funds  — fees  from  paying 
patients  afford  us  the  luxury  of  dreaming  about 
a better  tomorrow  for  our  patients. 

These  fees  go  toward  amortizing  capital 
improvements  bonds  new  construction, 
major  renovations,  etc.  — and  the  General 
Assembly  — back  in  the  1960’s  — authorized 
us  such  bonding  authority  pegged  to  the  funds 
from  paying  patients. 

Our  bond  limit  is  now  $30  million  — and  we 
have  projects  completed  and  under  construc- 
tion or  committed  up  to  that  full  amount 
and  we  need  a minimum  at  this  point  of  $30 
million  more. 

If  we  had  to  wait  — and  we  did  in  long  lean 
years  now  past  — for  the  generosity  of  the  Gen- 
eral Assembly  to  make  available  special  appro- 
priations for  new  construction  — we  would 
never  be  into  a new  construction  program.  But, 
with  our  Capital  Improvements  Bonding 
Authority,  we  are. 

In  South  Carolina,  probably  the  most  dra- 
matic step  in  this  century  — or  since  the  cor- 
nerstone was  set  in  1822  for  the  first  building 
is  our  movement  toward  decentralization 
into  the  Village  System  which  calls  for  the 
construction  of  four  regional  hospitals  to  serve 
four  key  geographic  regions  of  the  state  of 
multi-county  composition. 

One  Village  is  under  construction;  we  are 
ready  for  architectural  involvement  on  the 
second  Village;  the  Department  has  already  in 
hand  a site  deed  for  the  third  Village,  as  well 
as  architectural-engineering  planning  funds 
(frozen  at  this  time).  We  expect  to  conduct  a 
public  hearing  this  year  to  receive  site  offers 
for  the  fourth  Village. 

These  Villages  will  provide  1,200  beds  for 
intensive  psychiatric  treatment  in  new  and 
modern  facilities.  Planning  for  the  Village  con- 
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cept  was  worked  out  in  collaboration  with  the 
Clemson  University  College  of  Architecture 
over  a period  of  five  years.  Professor  George 
Means  and  many  of  his  graduate  students  in 
the  Hospital  Design  Studio  worked  with  our 
key  professionals  in  producing  a marriage  be- 
tween therapeutic  needs  of  the  patients  on 
one  hand  and  the  most  efficacious  architectural 
design  to  fulfill  these  needs. 

What  we  are  talking  about  is  really  a $60 
Million  relocation  and  modernization  of  the 
South  Carolina  Department  of  Mental  Health 
Facilities  — and  potential. 

And  you  might  well  ask  — in  this  day  of  tight 
money,  how  do  we  expect  to  obtain  the  extra 
funds  needed  to  proceed  with  this  major  proj- 
ect? 

There  is  an  economic  benefit  other  than  the 
humanitarian  considerations  evident  from  lo- 
cating facilities  closer  to  the  communities 
which  our  patients  come  from.  By  specific 
multi-county  assignment  of  a Village  catch- 
ment area  we  have  placed  closer  to  home  a 
comparatively  small  facility  for  which  legisla- 
tors will  have  to  recognize  as  their  own  eco- 
nomic responsibility,  for  it  will  serve  their 
people.  This  identification  problem  is  lost  in 
Columbia  at  the  central  facilities  which  serve 
citizens  state-wide. 

We  believe  that  the  citizens  in  those  catch- 
ment areas  — close  to  the  Village  — will  press 
the  legislators  who  ultimately  will  provide  the 
operational  funds. 

As  the  work  at  the  central  institutions  in- 
creases to  be  effective  — as  represented  in  the 
discharge  rate  — and  as  the  centers  and  clinics 
become  more  effective  through  expanded  pre- 
care, screening,  after-care  and  follow-up  pro- 
grams — after  the  Village  programs  are  opera- 
tional with  early  admission  and  intensive  treat- 
ment programs  — then  the  resident  population 
at  the  two  central  institutions  will  decrease  to 
the  point  of  being  manageable  and  the  role 
will  change  to  that  of  longterm  care  facilities 
of  much  smaller  size  than  each  has  been  in 
past  years,  but  one  where  rehabilitation  efforts 
will  still  have  a high  priority  and  as  psychiatric 
hospitals  we  will  continue  to  maintain  stan- 
dards which  merit  JCAH  accreditation. 

The  Villages  are  not  our  sole  focal  point. 
Community  mental  health  centers  will  become 
the  entry  and  exit  point  for  patients.  Our  plan, 
drawn  in  1961  called  for  the  establishment  of 
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fourteen  mental  health  centers  in  a state-wide 
service  system.  At  that  time,  we  were  serving 
only  2,404  persons  in  the  community  clinics. 

Today  we  have  ten  centers  and  we  are  doing 
all  we  can  to  encourage  our  remaining  four 
clinics  to  make  the  transition  to  center  status. 
In  the  last  fiscal  year,  we  served  36,138  persons 
in  the  clinics  and  centers.  As  a comparison, 
we  served  2,404  persons  in  1960-61  versus 
36,138  in  1974-75. 

The  central  state  hospitals  experienced  an 
11.1  per  cent  decrease  in  resident  population 
in  the  past  fiscal  year.  The  reduction  in  the  last 
six  years  amounts  to  43%. 

I must  emphasize  that  this  is  the  lowest 
patient  census  for  our  central  state  hospitals 
since  1938. 

Still  — these  are  hard  times  — and  the  South 
Carolina  Department  of  Mental  Health  has 
been  hit  as  hard  as  anyone.  We  are  now  in  a 
situation  where  all  new  positions  have  been 
frozen  — and  there  is  no  hiring. 

For  the  past  five  years,  the  picture  has  not 
been  fiscally  bright  even  though  our  total  De- 
partment budget  has  almost  tripled  — from 
$17,773,035  for  Fiscal  Year  1971-72  to  our  1975 
appropriation  of  $44,181,552  (does  not  include 
federal  funds).  During  this  same  period  of  time 
our  total  employment  for  the  Department  and 
all  facilities  has  increased  from  2,783  in  1970 
to  4.529  this  year  1975  (almost  61%).  We  pick 
1970  as  our  turning  point  and  the  next  three 
years  as  years  of  greatest  impact. 

It  was  during  these  years  that  departments 
and  individuals  all  over  the  nation  — found 
themselves  defendants  in  law  suits  through 
the  federal  courts  testing  the  constitutionality 
of  the  commitment  procedure,  the  right  to 
treatment,  and  the  courts  wrestling  further 
with  the  issue  of  what  constitutes  adequate 
treatment. 

It  was  in  this  period  of  time  that  the  Wyatt 
vs.  Stickney  suit  came  into  being  — and  the 
landmark  decision  from  Federal  Judge  Frank 
Johnson  that  time  does  not  treat  people  — but 
people  treat  people. 

And  there  followed  the  more  stringent  stan- 
dards imposed  by  the  Joint  Commission  on 
Accreditation  of  Hospitals  which  apparently 
unofficially  applied  Wyatt  versus  Stickney 
staff-patient  ratios  as  a standard  and  as  indica- 
tive of  what  is  adequate  treatment,  at  least  so 
far  as  the  personnel-patient  ratio  is  concerned. 
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During  the  same  period  there  were  sweeping 
fire  and  safety  standards  imposed  HEW 
came  along  with  their  own  interpretations 
we  entered  the  new  era  of  patients’  rights  — of 
professional  service  review,  medical  audit, 
PSRO,  etc. 

I am  sure  mental  health  departments  in 
other  states  have  weathered  the  storm  in  about 
the  same  fashion  as  we  have  by  doubling 
up,  cutting  costs  where  possible  but  still  mov- 
ing forward.  And  they  like  us  — will  continue 
to  do  so. 

In  brief,  our  future  plans  in  South  Carolina 
appear  to  coincide  with  those  of  the  majority 
of  the  other  states.  A recent  publication  enti- 
tled “The  Future  Role  of  State  Mental  Hos- 
pitals: A National  Survey  of  Planning  and  Pro- 
gram Trends,”  was  published  by  the  Horizon 
House  Institute  for  Research  and  Development 
in  July,  1975.  It  was  a national  survey  which 
elicited  responses  from  44  states  and  the  re- 
sults indicated  future  planning  by  the  majority 
of  states  closely  paralleled  that  of  South  Caro- 
lina. 

The  story  that  I have  told  thus  far  is  that  in 
spite  of  underfunding,  despite  high  and  in- 
creasing costs,  despite  the  low  priority  that 
mental  health  has  in  comparison  with  exotic 
titles  such  as  higher  education,  technical  edu- 
cation, educational  television,  state  develop- 
ment, parks,  recreation  and  tourism,  — that 
here  in  1975  at  the  mid-point  of  South  Caro- 
lina’s broad  10-year  improvement  plan  — at 
this  point  we  have  halved  our  resident  popula- 
tion in  the  hospitals  and  doubled  our  potential 
and  our  effectiveness  of  service,  as  attested  to 
by  the  36,138  persons  we  are  now  serving  in 
the  clinics  and  centers. 

At  times  when  the  going  was  most  difficult 
- I refused  to  be  disencouraged  and  I refused 
to  let  my  staff  fall  victim.  We  had  the  strong 
backing  of  a governing  board  of  prominent 
state  physicians  and  businessmen,  a strong 
mental  health  association,  an  influential  Joint 
Governors  Legislative  Committee  on  Mental 
Health  and  Mental  Retardation,  and  they  sup- 
ported us  to  the  hilt. 

As  I survey  the  future,  three  major  concerns 
appear  on  the  horizon.  First,  at  this  point  in 
time,  achieving  “proper  balance”  in  our  mental 
health  programs  presents  a real  challenge.  As 
we  advance  and  expand  the  community  mental 
health  center  concept,  we  must  not  neglect 
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INDICATIONS  VERMOX  is  indicated  for  the  treatment  of 
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pregnant  women  (see:  Pregnancy  Precautions)  and  in 
persons  who  have  shown  hypersensitivity  to  the  drug. 
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single  oral  doses  as  low  as  10  mg/kg.  Since  VERMOX 
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administered  during  pregnancy,  it  is  contraindicated  in 
pregnant  women. 

PEDIATRIC  USE:  The  drug  has  not  been  extensively 
studied  in  children  under  two  years;  therefore,  in  the 
treatment  of  children  under  two  years  the  relative 
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t Because  Vermox  has  not  been  extensively  studied 
in  children  under  2 years  of  age,  the  relative 
benefit/risk  should  be  considered  before  treating 
these  children  Vermox  is  contraindicated  in 
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our  established  state  and  federal  hospitals,  and 
our  mental  retardation  facilities.  As  we  take 
mental  health  services  to  the  community,  we 
must  be  aware  of  the  fact  that,  in  the  light  of 
our  present  knowledge,  at  least  15  to  20  per 
cent  of  mentally  ill  patients  will  require  long- 
term care.  We  must  continue  our  attempts  to 
rehabilitate  these  persons  as  much  as  possible. 

All  along  the  way,  we  must  also  maximize 
contractural  arrangements  with  private  prac- 
ticing professionals  and  with  private  psychiat- 
ric hospitals  in  order  to  provide  the  manpower 
and  beds  to  provide  adequate  care  for  the  men- 
tally disabled. 

My  second  concern  for  the  future  pertains 
to  the  low  salaried  workers  in  our  state  mental 
health  and  mental  retardation  facilities.  I am 
talking  about  the  ward  attendant  — the  nursing 
assistant  — the  mental  retardation  specialist 
— the  ward  clerks  — all  those  low  salaried 
whatever-his-professional  title  may  be  — he  or 
she  usually  providing  direct  care  to  patients 
on  the  wards  of  our  various  facilities  all  over 
the  nation  — those  low  salaried  persons  who, 
by  and  large,  have  not  been  given  their  just 
rewards  for  dedicated  work. 

Good  labor  relations  begin  with  the  pay 
check  — it  is  here  we  convince  all  our  workers 
that  their  efforts  are  appreciated  — it  is  here 
that  we  begin  to  work  on  this  still  prevalent 
attitude  that  state  workers  and  public  em- 
ployees are  second  class  citizens. 

Upgrading  these  positions  and  increasing 
these  salary  leavels  is  a point  of  emphasis  and 
we  have  pushed  our  position  in  this  area,  es- 
pecially for  the  past  five  years. 

My  third  concern  is  perhaps  the  greatest 
challenge  to  all  persons  working  at  any  station 
in  the  administrative  realm  today  — and  pos- 
sibly in  the  future  — and  I realize  this  asser- 
tion is  debatable. 

I refer  to  the  challenge  of  ultimate  federal 
government  control  — and  I feel  we  are  being 
moved  in  that  direction  against  our  will.  I am 
not  referring  to  socialized  medicine. 

Public  mental  hospitals  and  mental  retar- 
dation facilities,  as  well  as  our  federal  counter- 
parts, have  been  practicing  socialized  medicine 
since  their  inception  and,  for  the  last  several 
years,  the  entirety  of  medicine  in  the  United 
States  has  been  moving  in  that  direction. 

Notwithstanding  this  trend,  the  region, 
states,  and  local  communities,  until  recent 
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years,  have  been  permitted  to  retain  a loud 
voice  in  planning  and  utilizing  federal  assis- 
tance funds. 

At  present,  in  order  to  qualify  for  federal 
funds,  we  are  required  to  meet  certain  specifi- 
cations and  this  is  most  appropriate.  I am  not 
talking  about  standards  because  all  health 
care  facilities  must  have  standards.  And,  we 
already  have  many  standard  setting  bodies. 

In  recent  years,  a new  threat  has  emerged 
and  that  is  a threat  to  the  purse  strings.  Re- 
member the  old  saying  — the  hand  that  rocks 
the  cradle  rules  the  world? 

1 now  fear  new  legislation,  new  controls, 
and  new  guidelines.  I fear  the  creation  of  a 
“super”  health  agency  at  the  state  level  to 
oversee  all  health  care  activities.  And  I fear 
the  creation  of  its  counterpart  in  Washington. 
I fear  the  hint  that  when  such  happens,  not 
only  our  programs  — be  they  either  capital 
improvement  or  other  grant  programs  — but 
I also  fear  our  operational  budget  and  staffing 
will  be  compiled  under  the  eyes  of  the  super 
chiefs  and  will,  by  and  large,  be  out  of  the 
hands  of  competent  medical  administrators 
and  lay  hospital  administrators. 

These  are  not  idle  fears,  they  are  active  con- 
cerns. The  foregoing  were  clear-cut  recommen- 
dations contained  in  an  official  report  to  the 
Secretary  of  the  United  States  Department  of 
Health,  Education,  and  Welfare  by  a panel 
of  blue  ribbon  experts.  The  report  was  released 
in  1968.  It  is  entitled  “Report  of  Secretary’s 
Advisory  Committee  on  Hospital  Effective- 
ness,” and  is  for  sale  by  the  Superintendent  of 
Documents,  United  States  Printing  Office, 
Washington,  D.  C.  for  25  cents. 

The  foregoing  statement  referable  to  “con- 
trol” was  just  one  of  many  massive  and  sweep- 
ing recommendations  — the  primary  one  of 
which  was  the  threat  to  withold  necessary 
funds  from  those  states  and  those  hospitals 
and  health  care  facilities,  (general,  mental, 
tuberculosis,  cancer,  etc.)  which  refused  to 
come  under  the  bureaucratic  umbrella  of  a 
super  agency.  Federal  funds  such  as  Medi- 
caid, Medicare,  Hill  Burton,  and  all  others 
would  be  withheld. 

Apparently,  the  Secretary’s  committee  felt 
these  radical  commissar-like  controls  were  the 
appropriate  means  of  curbing  spiraling  health 
care  costs.  I say  this  is  the  last  option  we  should 
adopt. 


The  aforementioned  Secretary’s  Report 
has  been  used  as  a virtual  blueprint  by  HEW  in 
formulating  legislation,  regulations,  and  guide- 
lines ever  since  1968.  The  Comprehensive 
Health  Planning  Act,  the  National  Health 
Planning  Act,  (Public  Law  93-641)  and  a num- 
ber of  national  health  insurance  proposals  fol- 
low the  blueprint  very  closely. 

Increasingly,  some  members  of  Congress 
today  talk  openly  about  amending  present 
federal  programs  such  as  Medicaid  and  Medi- 
care and  bring  national  health  insurance  in 
through  the  back  door.  In  fact,  that  is  exactly 
what  Congressman  Joe  Waggoner,  D-Louisi- 
ana,  suggested  a short  time  ago  when  he  said, 
“We  have  national  health  insurance  now.” 

I would  strongly  urge  all  who  have  not  done 
so  to  read  the  1968  Secretary’s  Report  and 
form  your  own  opinion  concerning  its  contents 
and  the  events  that  have  transpired  since  its 
release. 

Many  of  you  are  probably  saying  at  this 
point  “Why  not  national  health  insurance  even 
if  the  final  decision  lies  in  the  grip  of  super 
planners  and  a high  commissar  in  Washing- 
ton? We  may  secure  more  adequate  finances 
under  national  health  insurance  for  our  pro- 
grams than  we  now  have.” 

Let  me  make  it  patently  clear  that  I am  fully 
aware  that  some  form  of  national  health  insur- 
ance will  be  enacted,  probably  within  two 
years,  but  I feel  you  and  I can  attempt  to  mold 
it  so  that  it  will  be  workable  and  acceptable. 

The  textile  industry  is  a good  example  of 
what  I have  in  mind.  The  news  media  carried 
the  story  and  I assume  that  you  were  just  as 
surprised  as  I to  hear  responsible  textile  offi- 
cials in  South  Carolina  (in  the  heart  of  the  tex- 
tile industry)  indicate  recently  that  foreign  tex- 
tile imports  were  not  their  greatest  problem 
today  but  rather  their  insurmountable  problem 
today  was  interference  from  “Big  Brother” 
— restrictions  imposed  by  too  many  govern- 
ment agencies  with,  by  and  large,  different  ob- 
jectives. 

For  example,  the  textile  officials  made  the 
statement  that  the  industry  was  facing  the 
expenditure  of  three  billion  dillars  to  meet  the 
noise  level  standards,  dust  levels,  and  anti- 
pollution requirements.  Without  doubt,  this 
three  billion  dollars  would  have  been  added 
to  the  purchase  price  of  your  suits,  shirts  and 
socks,  as  well  as  ladies  dresses,  etc. 
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In  the  textile  industry  as  well  as  nearly  all 
major  industries,  the  regulations  have  been 
written  to  such  a sophisticated  and  high  level 
that  several  state  legislatures  have  called  for 
the  repeal  of  the  Occupational  Safety  and 
Health  Act.  I am  not  advocating  the  latter,  but 
certainly  some  modification  of  the  regulations 
are  in  order. 

The  environmentalists  are  gradually  incur- 
ring the  wrath  of  the  taxpayer  and  the  Con- 
sumer Products  Safety  Commission  is  encoun- 
tering increased  vocal  opposition. 

In  our  health  care  realm,  regulations  are 
written  so  rigid  and  precise  that  many  health, 
mental  health,  and  developmental  disability 
programs  have  so  many  constrictions  at  the 
state  and  local  level  that  renders  implemen- 
tation extremely  difficult,  to  say  nothing  of  the 
mountains  of  paper  work  involved.  At  other 
times,  the  regulations  will  permit  local  facilities 
to  negotiate  directly  with  Washington,  thus  by- 
passing state  planning  officials. 

In  my  opinion,  the  major  snafu  stems  from 
the  fact  that  Congress  enacts  laws  but  dele- 
gates the  writing  of  guidelines,  rules  and  regu- 
lations for  enforcement  to  the  bureaucrats  of 
the  agency  — in  our  case,  to  the  superczar  of 
Health  and  his  assistants  at  the  federal  level. 
In  recent  years,  very  little  in-put  has  been  ob- 
tained from  the  state  and  local  level  — and  then, 
only  after  the  regulations  have  been  crystal- 
lized. 

How  can  federal  agencies  be  prevented  from 
exceeding  their  authority  in  administering  leg- 
islation? I would  like  to  suggest  two  possible 
alternatives. 

First,  Congress  could  set  up  its  own  GRAO 
(Government  Regulation  Accounting  Office). 
It  would  be  a watchdog  to  monitor  the  regula- 
tion writing  process  and  not  permit  each  agen- 
cy to  promulgate  them  independently.  This 
watchdog  would  be  responsible  solely  and 
only  to  Congress.  Second,  if  this  is  not  prac- 
tical or  feasible.  Congress  should  include  in 
the  legislation  the  guidelines,  rules  and  regu- 
lations that  are  necessary.  Yes,  the  latter  would 
require  Congressional  time  and  work,  but  it 
would  insure  just,  fair,  reasonable  and  util- 
itarian interpretation  of  the  law. 

In  our  profession  we  are  on  the  brink  of  a 
dramatic  breakthrough  — but  only  if  we  have 
the  necessary  funds  to  support  the  work  which 
must  be  done  while  caring  for  the  masses 


whose  obligation  we  have  already  assumed. 

We  have  spent  — and  will  spend  — multi- 
plied billions  of  dollars  on  interstate  highways. 
We  have  cut  great  swaths  across  America’s 
countryside  reaching  for  new  horizons  and 
motoring  Utopia.  We  are  conquering  the 
depths  of  the  ocean  and  even  now  we  are 
reaching  for  the  stars. 

If  we  have  the  necessary  funding  for  these 
ventures,  and  although  our  present  health  care 
system  leaves  much  to  be  desired,  I suggest 
that  prior  to  centralizing  all  decision  making 
at  the  state  level  and  the  national  level  with 
regard  to  health  care,  that  we  fund  these  health 
programs  — the  most  complex  of  all  programs 
commensurate  with  other  ventures  such  as 
those  alluded  to,  and  in  so  doing  we  will  tap 
the  unclaimed  resources  of  the  human  mind. 

This  is  our  obligation  — and  our  primary 
challenge  is  very  simple,  — we  must  work  to- 
day — plan  for  tomorrow  — and  dream  of  the 
future.  □ 
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An  estimated  300  persons  attended  the  128th 
Annual  Meeting  of  the  South  Carolina  Medical 
Association  May  3-5  at  the  Myrtle  Beach  Land- 
mark. Physicians,  Auxiliary,  newsmen  and 
exhibitors  filled  the  convention  halls  for  three 
days,  sharing  ideas,  taking  notes  and  answer- 
ing the  pressing  medical  questions  of  today. 

News  coverage  was  excellent;  as  print  and 
electronic  media  across  the  state  flashed  head- 
lines like  “SCMA  Chief  Warns  of  Malpractice 
Peril”  and  “Get  Off  Pedestals,  S.  C.  Doctors 
Told.” 

The  second  headline  came  from  a statement 
by  Dr.  Strother  Pope,  past  SCMA  Secretary, 
at  the  Monday  House  of  Delegates  Session.  As 
Legislative  Liaison,  Dr.  Pope  described  his 
efforts  in  getting  the  Medical  Disciplinary  Act 
passed  and  noted  the  package  of  seven  bills 
to  ease  the  malpractice  insurance  crisis  pend- 
ing before  the  Senate  Medical  Affairs  Com- 
mittee. He  told  the  doctors,  “You  are  the  best 
lobbyists  we  can  get.  What  you  do  in  your  com- 


munity, how  you  handle  people,  has  a great 
effect  on  the  future  of  the  medical  profession. 

“The  way  you  voluntarily  become  a little 
more  human  and  listen  a little  longer  has  great 
impact  on  the  patient  and  helps  the  image  of 
SCMA  and  the  entire  medical  profession. 

“Doctors  should  get  down  off  the  pedestals.” 

Another  “newsworthy”  topic  was  subject  of 
a Tuesday  press  conference  — malpractice 
legislation.  Past  President  C.  Tucker  Weston, 
M.D.  said  failure  of  the  S.  C.  General  Assem- 
bly to  pass  appropriate  legislation  would  have 
a serious  effect  on  the  delivery  of  quality  med- 
ical care  in  this  state.  He  warned  that  if  nothing 
was  done  to  slow  the  climbing  liability  insur- 
ance rates,  physicians  would  be  forced  into 
early  retirement  or  relocation  into  more  favor- 
able areas. 

He  cited  his  own  personal  insurance  pre- 
mium, which  jumped  from  $1000  last  year  to 
$3700  this  year,  and  then  added  that  next  year 
premiums  are  expected  to  double. 


i 


228 


The  Journal  of  the  South  Carolina  Medical  Association 


Most  SCMA  members  are  now  aware  of  the 
SCM A-endorsed  package  of  seven  bills  before 
the  General  Assembly.  Past  President  Weston 
described  this  package  as  an  answer  to  creat- 
ing a favorable  climate  for  the  return  of  private 
insurance  companies  to  S.  C. 

The  most  important  and  most  controversial 
bill,  called  the  “nuts  and  bolts  of  the  package,” 
reduces  the  statute  of  limitations  on  malprac- 
tice suits  from  six  to  three  years.  Since  the  bill 
also  stipulates  the  statute  not  apply  to  children 
under  six,  a child  has  until  his  ninth  birthday  to 
file  suit. 

“Presently,  a baby  born  in  S.  C.  has  24 
years  to  bring  suit,”  said  Dr.  Weston.  “This 
makes  it  impossible  for  an  insurance  company 
to  act  on  the  benefit.” 

The  second  bill  creates  an  arbitration  panel 
to  hear  suits  without  going  to  court  — an 
economical  and  time-saving  suggestion. 

A third  bill  establishes  informed  consent 
agreements  whereby  the  patient  is  told  in  writ- 


ing the  extent  and  possible  consequences  of 
surgery  prior  to  the  surgery. 

A fourth  bill  sets  up  a fund  to  pay  off  settle- 
ments of  $100,000  or  more. 

Reporting  all  malpractice  claims  to  the  State 
Department  of  Insurance  would  build  a data 
file  for  actuarial  use. 

A sixth  bill  allows  patients  to  sue  for  actual 
damages  without  stating  specific  dollar 
amounts. 

The  final  bill  continues  the  operation  of  the 
Joint  Underwriters  Association  and  invites 
private  insurance  companies  back  into  the  mar- 
ket. 
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Indications:  In  adults,  urinary  tract 
infections  complicated  by  pain  (primarily 
pyelonephritis,  pyelitis  and  cystitis)  due 
to  susceptible  organisms  (usually  E coli, 
Klebsiella-Aerobacter,  Staphylococcus 
aureus,  Proteus  mirabilis,  and,  less  fre- 
quently, Proteus  vulgaris)  in  the  absence 
of  obstructive  uropathy  or  foreign  bodies. 
Note:  Carefully  coordinate  in  vitro  sulfon- 
amide sensitivity  tests  with  bacteriologic 
and  clinical  response;  add  aminobenzoic 
acid  to  follow-up  culture  media.  The  increas- 
ing frequency  of  resistant  organisms  limits 
the  usefulness  of  antibacterials  including 
sulfonamides.  Measure  sulfonamide  blood 
levels  as  variations  may  occur;  20  mg/ 

100  ml  should  be  maximum  total  level. 

Contraindications:  Children  below  age 
12;  sulfonamide  hypersensitivity;  preg- 
nancy at  term  and  during  nursing  period; 
because  Azo  Gantanol  contains  phenazo- 
pyridine hydrochloride  it  is  contraindicated 
in  glomerulonephritis,  severe  hepatitis, 
uremia,  and  pyelonephritis  of  pregnancy 
with  G I disturbances. 

Warnings:  Safety  during  pregnancy  not 
established.  Deaths  from  hypersensitivity 
reactions,  agranulocytosis,  aplastic  ane- 
mia and  other  blood  dyscrasias  have  been 
reported  and  early  clinical  signs  (sore 
throat,  fever,  pallor,  purpura  or  jaundice) 
may  indicate  serious  blood  disorders.  Fre- 
quent CBC  and  urinalysis  with  microscopic 
examination  are  recommended  during 
sulfonamide  therapy 

Precautions:  Use  cautiously  in  patients 
with  impaired  renal  or  hepatic  function,  se- 
vere allergy,  bronchial  asthma;  in  glucose- 
6-phosphate  dehydrogenase-deficient 
individuals  in  whom  dose-related  hemoly- 
sis may  occur.  Maintain  adequate  fluid 
intake  to  prevent  crystal luria  and  stone 
formation. 

Adverse  Reactions:  Blood  dyscrasias 
(agranulocytosis,  aplastic  anemia,  throm- 
bocytopenia, leukopenia,  hemolytic  ane- 
mia, purpura,  hypoprothrombinemia  and 
methemoglobinemia);  allergic  reactions 
(erythema  multiforme,  skin  eruptions, 
Stevens-Johnson  syndrome,  epidermal  ne- 
crolysis, urticaria,  serum  sickness,  pruritus, 
exfoliative  dermatitis,  anaphylactoid  re- 
actions, periorbital  edema,  conjunctival 
and  scleral  injection,  photosensitization, 
arthralgia  and  allergic  myocarditis);  G.l 
reactions  (nausea,  emesis,  abdominal 
pains,  hepatitis,  diarrhea,  anorexia,  pan- 
creatitis and  stomatitis);  CNS  reactions 
(headache,  peripheral  neuritis,  mental 
depression,  convulsions,  ataxia,  hallucina- 
tions, tinnitus,  vertigo  and  insomnia); 
miscellaneous  reactions  (drug  fever,  chills, 
toxic  nephrosis  with  oliguria  and  anuria, 
periarteritis  nodosa  and  L.E  phenomenon) 
Due  to  certain  chemical  similarities  with 
some  goitrogens,  diuretics  (acetazolamide, 
thiazides)  and  oral  hypoglycemic  agents, 
sulfonamides  have  caused  rare  instances 
of  goiter  production,  diuresis  and  hypo- 
glycemia Cross-sensitivity  with  these 
agents  may  exist. 

Dosage:  Azo  Gantanol  is  intended  for 
the  acute,  painful  phase  of  urinary  tract 
infections.  Usual  adult  dosage:  2 Gm 
(4  tabs)  initially,  then  1 Gm  (2  tabs) 

B I D.  for  up  to  3 days.  If  pain  persists, 
causes  other  than  infection  should  be 
sought.  After  relief  of  pain  has  been  ob- 
tained, continued  treatment  with  Gantanol 
(sulfamethoxazole)  may  be  considered. 

NOTE:  Patients  should  be  told  that  the 
orange-red  dye  (phenazopyridine  HCI)  will 
color  the  urine. 

Supplied:  Tablets,  red,  film-coated, 
each  containing  0.5  Gm  sulfamethoxazole 
and  100  mg  phenazopyridine  HCI— bottles 
of  100  and  500. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley  New  Jersey  07110 
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Doctors  Gilland,  SocPac  Speaker  Wheeler,  Weston, 
Tanner,  AMA  House  Speaker  Nesbitt,  and  Owens. 


Dr.  Thomas  E.  Nesbitt,  Speaker  of  the 
House  of  Delegates  of  the  American  Medical 
Association,  said  the  AMA  is  becoming  a more 
viable  organization  and  is  firming  its  stand 
against  federal  bureaucracy. 

He  said  the  younger  physicians’  opinion  of 
AMA  as  a conservative  static  association  is  not 
true.  In  the  last  year  or  two,  AMA  has  reduced 
its  staff  by  20  per  cent  and  has  more  than  80 
new  delegates,  many  of  them  in  young  50’s. 

As  for  federal  bureaucracy  — “AMA  is 
leaner,  meaner  and  more  militant  than  before. 
You  can’t  point  to  any  other  organization 
which  has  been  so  successful  in  furthering  the 
aims  of  its  members,”  said  Dr.  Nesbitt. 

The  House  Speaker  added  that  the  AMA 
spends  90  per  cent  of  its  $40  million  annual 
budget  on  scientific,  education  and  informa- 
tional activities;  but  that  efforts  were  being 
made  to  prevent  inroads  of  federal  bureaucracy 
into  medicine. 

REVIEW  OF  ACTION 

SCMA  HOUSE  OF  DELEGATES 

Physicians  Work  On 
Laboratory  Control  Regulations 

A nine  member  Advisory  Committee  ap- 
pointed by  the  Governor  will  formulate  regula- 
tions for  the  licensing  and  proficiency  testing 
of  medical  laboratories.  Four  members  are 
physicians,  two  of  which  are  recommended  by 
SCMA. 

These  regulations  will  establish  criteria 
relating  to  minimum  training,  experience  and 
ability  of  lab  personnel,  and  all  other  matters 
pertaining  to  satisfactory  performance  of  lab- 
oratory procedures. 

These  regulations  do  not  apply  to  medical 
laboratories  operated  by  one  or  two  physicians 
exclusively  in  connection  with  the  diagnosis 
and  treatment  of  their  own  patients.  These 
regulations  will  apply  to  laboratories  operated 
by  three  or  more  physicians  and  to  one-  and 


two-physician  laboratories  receiving  referred 
work. 

SCMA  Endorsed  AMA  Resolution 
Supporting  Joint  Hospital  Inspections 

SCMA  endorsed  the  AMA  resolution  to 
develop  a plan  with  the  assistance  of  the  Joint 
Commission  on  Accreditation  of  Hospitals 
(JCAH),  by  which  the  functions  of  JCAH 
can  be  carried  out  without  duplication  at  the 
state  or  regional  level  with  the  assurance  that 
those  aspects  of  accreditation  relating  to  phy- 
sician care  will  be  evaluated  by  physicians, 
utilizing  their  own  voluntary  formats  for  the 
surveys. 

SCMA  Financial  Outlook  Good 
Doctor  of  Day  Success 
The  House  of  Delegates  applauded  Dr. 
Strother  Pope’s  continued  successful  Doctor  of 
the  Day  program  at  the  S.  C.  Legislature. 
Endorsement  of  Flu  Immunization 

The  House  of  Delegates  promised  statewide 
support  of  immunization  for  all  South  Caro- 
linians against  the  swine  influenza. 

Scientific  Program 

The  House  of  Delegates  requested  an  up- 
grading of  the  Scientific  Program  and  asked 
Council  to  provide  the  necessary  resources. 

The  128th  Annual  Meeting  was  a rewarding 
valuable  experience  for  all  attendants.  The 
first  general  membership  meeting  was  well 
received,  and  opportunities  are  expanding  for 
all  association  members  to  become  involved. 
Plan  to  attend  next  year’s  session. 

SCMA  Woman’s  Auxiliary  elected  its  new 
officers: 

President  Mrs.  Lucius  Cline,  Greenville 
President-Elect  Mrs.  Rufus  Cain,  Dillon 
First  Vice  President  Mrs.  Alton  G.  Brown, 

Rock  Hill 

Second  Vice  President  Mrs.  Allen  P.  Bruner, 
Sumter 

Recording  Secretary  Mrs.  James  C.  Thrower, 
Charleston 

Treasurer  Mrs.  George  C.  Smith,  Florence 
Regional  Vice  Presidents  include  Mrs.  E.  R. 
Barber,  Lancaster,  Central  Region;  Mrs.  Rob- 
ert E.  Jackson,  Manning,  Eastern  Region; 
Mrs.  Boyce  M.  Lawton,  Jr.,  Cameron,  South- 
ern Region;  and  Mrs.  Boyce  Tollison,  Easley, 
Western  Region. 

Mrs.  A.  J.  Whitaker  of  Columbia  presented 
a check  for  $21,407  to  the  Medical  University 
of  S.  C.  The  check  represented  donations  to 
the  AMA  Education  and  Research  Foundation.  □ 


June,  1976 


235 


The  President's  Pages  contain  Dr.  John  D.  Gil  land’s  Presidential  Acceptance  Address  to  the 
House  of  Delegates  May  5,  1976  by  Dr.  Cat  heart  Smith.  The  death  of  Dr.  GiUand’s  son  in  the  early 
morning  hours  of  May  5 prevented  the  doctor’s  appearance  before  the  House.  So  Dr.  Gilland  now 
assumes  the  challenge  of  leadership  in  a personal  statement  to  the  SCMA  membership. 


PRESIDENTIAL  ACCEPTANCE  ADDRESS 

TO 

THE  HOUSE  OF  DELEGATES 
SOUTH  CAROLINA  MEDICAL  ASSOCIATION 
MAY  5,  1976 

There  are  many  chapters  in  my  book  of  life  of  which  three  are  pertinent  to  the  present  occa- 
sion. 

The  first,  in  1938,  when  I graduated  from  the  Medical  College  of  the  State  of  S.  C.,  and  Dr. 
Robert  Wilson,  the  Dean,  presented  me  with  my  diploma  and  said,  “Dr.  Gilland.” 

The  second,  in  1947,  when  I married  Mary  Elizabeth  Dove  of  Kingstree.  Through  all  these 
years,  she  has  been  a faithful,  understanding  physician’s  wife  who  has  contributed  much  to  where 
I am  today.  She  has  foregone  many  previous  engagements  and  held  hot  suppers  long  after  the  usual 
time  when  medical  obligations  were  placed  ahead  of  personal  convenience.  During  the  coming 
year,  she  too  will  give  of  herself  for  me  in  your  behalf. 

The  third  is  now,  as  I am  installed  as  your  President,  the  highest  honor  of  the  S.  C.  Medical 
Association,  and  with  this  honor  which  exemplifies  your  confidence,  trust  and  faith  goes  the  respon- 
sibility of  leadership  and  administration  which  in  scope  is  awesome  but  to  which  I pledge  my 
wholehearted  efforts  in  your  behalf  in  fulfilling  the  duties  of  this  office. 

During  the  past  few  days,  we  have  heard  Dr.  Tucker  Weston,  Dr.  Waitus  Tanner  and  Mr. 
Charles  Johnson  speak  to  you  of  our  activities  and  accomplishments  of  the  past  year  and  of  the 
present.  I wish  to  address  you  on  our  future.  With  your  help  we  shall  labor  on: 

Professional  Liability.  This  complex  problem  will  not  be  resolved  easily  or  in  the  near  future. 
The  multifaceted  approach  to  resolution  will  be  pursued  through  legislative  reform,  public  support, 
improvement  in  health  services,  and  in  a return  to  the  once  treasured  close  relationship  between 
physician  and  patient.  This  problem  is  not  a “medical  crisis,”  or  a “professional  liability  crisis,” 
but  I prefer  to  call  it  a “social  crisis.”  This  has  been  brought  about  through  change  in  man  and  so- 
ciety which  has  led  to  a breakdown  in  our  old  system.  We  will  continue  to  work  through  my  year  and 
subsequently  to  improve  the  atmosphere  in  this  arena. 
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Committees.  Our  Committees  are  the  workhorses  of  our  organization,  and  I beseech  you  to 
volunteer  your  time  and  services  and  actively  work  on  your  various  charges. 

Membership.  We  need  every  licensed  physician  in  South  Carolina  as  members  in  the  South 
Carolina  Medical  Association  for  what  they  can  contribute  and  warrant  us  a third  delegate  to  the 
American  Medical  Association. 

County  Societies.  The  basic  units  of  organized  medicine.  We  wish  to  work  with  you  and  for 

you. 

SOCPAC.  Our  political  arm.  We  need  to  increase  memberships  and  give  support  to  our  med- 
ical friends  at  the  state  and  national  levels. 

Auxiliary.  Ladies,  we  support  you  in  all  your  endeavors,  your  membership  drive  and  organi- 
zation of  additional  chapters. 

The  S.  C.  Institute  for  Medical  Education  and  Research.  Chartered  as  an  eleemosynary  cor- 
poration in  1975  to  receive  tax  free  funds  for  stated  purposes.  We  need  to  publicize  and  develop 
this  subsidiary  of  our  Association. 

Board  of  Medical  Examiners.  Improve  our  relationship  through  communication  and  closer 
working  relations. 

Medical  Students,  Interns  and  Residents.  Recognize  these  physicians  and  future  physicians, 
seek  their  membership  and  participation  in  SCMA. 

The  South  Carolina  Medical  Building,  Inc.  Is  a subsidiary  of  SCMA,  and  we  shall  maintain  a 
protective  watchfulness  of  the  Corporation. 

Alumni  Association.  Maintain  and  improve  communication  between  our  two  organizations. 

South  Carolina  Medical  Care  Foundation.  Originally  another  subsidiary  of  SCMA.  We  are 
almost  the  same  but  not  quite,  though  our  goal  is  essentially  the  same  “quality  medical  care.” 
We  shall  work  harmoniously  together. 

Rural  Health  Delivery  Program.  Conceived  in  1975,  now  funded,  is  organized  with  a staff  and 
hopefully  this  year  will  with  our  efforts  begin  to  implement  its  intent  and  objectives. 

Medical  University  of  South  Carolina.  Strengthen  our  mutual  relationship  through  better  and 
more  communications  and  joint  endeavors  between  the  teaching  and  research  center  of  our  State 
and  the  practicing  physician. 

And  finally,  with  our  coordinated  efforts  and  your  help,  we  can  continue  to  keep  SCMA  a 
viable,  effective,  productive  Association  for  the  ultimate  benefit  to  medicine  and  our  patients. 

J.  D.  Gilland,  M.D. 
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PERSONAL  IMPRESSIONS  FROM 
MEETINGS  OF  COUNCIL,  ANNUAL  MEETING, 


SUMMER  1976 


As  usual,  the  Council  was  diligent  in  dis- 
charging its  duties  to  SCMA,  meeting  early 
every  morning  of  the  Annual  Meeting.  High- 
lights of  the  meetings  were: 

Lachlan  Hyatt,  Chairman  of  DHEC  board 
talked  to  Council,  which  demonstrated  to  me,  if 
he  talks  the  same  way  to  all  his  audiences,  then 
he  realizes  DHEC  must  get  along  with  doctors 
or  it  cannot  get  along  without  doctors.  With 
him  in  the  chair,  DHEC  will  cooperate  with 
us  and  will  get  cooperation  from  us.  Ken  Ay- 
cock,  DHEC  Chief,  discussed  the  Swine  Flu 
immunization  program.  High  risk  patients  are 
to  get  bivalent  (New  Jersey  and  Victoria 
strains)  by  July  1976.  Everybody  is  to  get 
univalent  or  New  Jersey  type  by  November. 
DHEC  has  suggested  legislation  to  protect 
physicians  participating  in  a mass  immuniza- 
tion program  from  excessive  liability,  and  it 
has  been  introduced  into  the  House. 

At  the  request  of  DHEC,  Council  voted  to 
endorse  a new  Sexual  Sterilization  Law  which 
is  not  controversial  but  will  modernize  the  law. 

Dr.  Aycock  announced  that  after  a year  of 
no  funding,  the  Medical-Dental  Scholarship 
program  has  been  re-funded  with  $100,000 
per  year,  allowing  DHEC  to  offer  18-20  schol- 
arships to  medical  or  dental  students  per  year. 
By  remembering  this,  you  could  possibly  help 


some  worthy  student  finance  his  education. 

Mrs.  John  Shingler,  President  of  the  Wom- 
an’s Auxiliary  to  the  SCMA,  gave  an  optomis- 
tic  report  to  Council,  telling  that  this  year  was 
the  first  year  in  recent  times,  that  membership 
in  the  Auxiliary  increased. 

Charles  Wyatt,  chairman  of  Board  of  Med- 
ical Examiners  reported  increased  activity 
of  the  Board,  greatly  aided  by  vastly  extended 
help  from  the  Attorney  General’s  office.  In 
the  past  year,  one  license  was  revoked,  one  li- 
cense was  put  on  indefinite  suspension,  and 
two  temporary  licenses  were  not  renewed.  The 
Board  gave  123  examinations  this  year. 

Waitus  Tanner,  Chairman  of  Council,  re- 
ported that  the  medical  liability  legislation 
was  making  progress  at  the  State  House  and 
had  a reasonable  prognosis.  He  emphasized 
that  this  legislation  is  not  a SCMA  program 
but  came  from  the  MURA  Committee  of  19, 
with  only  2 of  these  being  physicians. 

Ernie  Lathem,  Treasurer,  reported  that  both 
SCMA  and  our  Building  Corporation  are  in 
sound  financial  shape.  This  good  financial 
condition  is  attributable  to  the  effective  efforts 
of  Ernie  Lathem  and  Charles  Johnson. 

The  Medicaid  - Medicare  reimbursement 
Alternative  II,  equalizing  certain  high  use  pay- 
ments was  acceptable  to  the  HEW  Director 
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Mrs.  Smyth  (see  last  month’s  editorial)  and 
Council  went  on  record  as  urging  House  of 
Delegates  to  accept  this  compromise  which 
will  not  give  anyone  all  they  want  but  will 
not  hurt  anybody  too  much  either.  It  is  the  best 
that  can  be  done. 

Blue  Cross-Blue  Shield  Review  Committee 
was  commended  for  good  performance  in  a dif- 
ficult position.  Council  recognized  that  certain 
subspecialties  were  not  represented  on  this 
Committee,  while  their  fees  generated  a great 
many  of  the  fees  reviewed  by  the  Committee. 
With  this  situation  in  mind.  Council  resolved 
to  evaluate  the  case  load  of  the  Review  Com- 
mittee over  the  next  two  years,  and  to  recon- 
stitute the  Committee  if  this  appears  war- 
ranted. 

S.  C.  Board  of  Pharmaceutical  Examiners 
prepared  regulations  which  would  allow  the 
pharmacist  to  select  the  drug  brand  to  be  dis- 
pensed unless  “D.A.W.”  or  “Dispense  as 
Written”  is  written  by  brand  on  the  individual 
prescription  by  hand  by  the  prescribing  phy- 
sician. The  Council,  believing  this  change 
would  have  legal  hazards  for  the  physician 
and  the  pharmacist,  that  this  would  allow  the 
pharmacist  to  act  as  a therapist  to  the  possi- 
ble harm  of  the  patient  and  that  this  would 
convenience  the  large  drug  chain  to  the 
detriment  of  the  independent  pharmacist,  did 
not  support  the  regulations. 

A resolution  honoring  William  M.  McCord, 
M.D.  for  his  service  to  S.  C.  was  passed. 

A highlight  of  Council  meetings  was  the 
appearance  of  Tom  Nesbitt,  Speaker  of  the 
House  of  Delegates,  AMA.  An  active  practi- 
tioner specializing  in  urology  in  Nashville, 
Tenn.,  Tom  was  a vigorous  advocate  for  or- 
ganized medicine  in  detailing  some  of  the 
activities  of  AMA  in  the  past  year.  For  instance, 
Medical  Manpower  Act  which  would  give 
HEW  control  of  residency  programs  and  ob- 
viously would  politicize  all  residency  pro- 
grams, was  defeated  solely  by  physicians  and 
the  AMA. 

Dr.  Nesbitt  emphasized  that  the  AMA  is 
now  being  run  by  young  (50’s)  able,  active 
physicians  who  are  in  private  practice  and 
understand  our  problems  because  they  have 
exactly  the  same  outlook  and  experience  that 
we  do.  I was  impressed. 

EEK 


LETTERS  TO  EDITOR  DEPARTMENT 

Dear  Editor: 

As  part  of  its  many  activities,  the  Rural 
Health  Delivery  Project  is  in  the  process  of 
initiating  a comprehensive  physician  recruit- 
ment and  referral  program  throughout  S.  C. 
With  the  proper  support  of  the  SCMA  and  its 
membership,  I feel  this  activity  will  provide 
an  invaluable  service  for  the  physicians  already 
practicing  medicine  in  S.  C.  and  for  the  rural 
and  medically  underserved  areas  of  the  state. 

In  mid-July,  each  physician  will  be  receiving 
some  information  from  the  Rural  Health 
Delivery  Project,  including  the  necessary  forms 
to  list  available  physician  practice  opportuni- 
ties with  the  new  placement  service.  I would 
like  to  urge  all  physicians  to  be  looking  for 
these  materials,  and  to  lend  their  support  to 
this  new  program. 

Harrison  L.  Peeples,  M.D. 

Chairman 

Rural  Health  Delivery  Project 
Steering  Committee 


DHEC  WARNS  AGAINST  TICKS 
Dear  Editor: 

The  season  for  ticks  and  Rocky  Mountain 
Spotted  Fever  is  here  again.  The  South  Caro- 
lina Department  of  Health  and  Environmental 
Control  (DHEC)  would  like  to  remind  physi- 
cians to  be  on  the  alert  for  this  disease.  In 
1975  there  were  84  cases  of  the  fever  and  four 
deaths. 

For  the  past  two  years,  DHEC  has  tested 
live  ticks  removed  from  human  beings  for  the 
presence  of  spotted  fever  group  rickettsiae. 
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Ticks  should  he  transported  in  clean,  tightly 
capped  bottles  containing  a moistened  piece 
of  paper  towel.  The  cap  should  not  he  per- 
forated. 

The  specimen  should  he  accompanied  hy  a 
“Rickettsial”  request  form  (DHEC  1343)  or 
a sheet  of  paper  with  the  following  informa- 
tion: the  name  of  the  person  bitten,  parent’s 
name  if  the  victim  is  a child,  birth  date,  ad- 
dress, county,  race,  sex,  date  bitten,  date  col- 
lected and  the  physician’s  name  and  address. 

The  speciman  may  be  mailed  in  a cardboard 
mailing  tube  or  any  container  rigid  enough 
to  prevent  damage  in  transport.  The  specimen 
should  be  sent  to: 

Bureau  of  Laboratories 
S.C.  Department  of  Health  & 

Environmental  Control 
2600  Bull  Street 
Columbia,  S.  C.  29201 

Positive  results  will  be  telephoned  to  the 
sender.  A positive  tick  does  not  mean  that  the 
fever  will  necessarily  follow.  If  the  tick  was 
removed  quickly,  it  may  not  have  transmitted 
the  disease.  Removal  within  six  hours  of  at- 
tachment usually  prevents  the  disease. 

If  Rocky  Mountain  Spotted  Fever  is  sus- 
pected, sera  should  be  sent  to  the  Bureau  of 
Laboratories  at  the  time  of  diagnosis  and  again 
two  to  three  weeks  later.  Specimens  should 
be  accompanied  by  form  DHEC  1302  or  DHEC 
1305. 

The  Bureau  of  Laboratories  offers  two 
serological  tests:  the  Weil-Felix  (Proteus 

Aggtutination)  and  the  Complement  Fixation 
(CF)  test. 

Weil-Felix  is  a “non-specific”  test  showing 
the  presence  of  agglutinins  to  two  strains  of 
the  bacterium  Proteus,  0X19  and  0X2.  These 
agglutinins  appear  early  in  the  course  of  the 
disease  and  rise  rapidly.  A four-fold  rise  in 
titer,  eg.  1:40  to  1:160  or  higher,  in  the  absence 
of  a Proteus  infection  is  highly  suggestive  of 
the  fever. 

The  Complement  Fixation  test  uses  a group 
specific  rickettsial  antigen  and  is  specific  for 
the  disease.  These  antibodies  appear  later 
than  the  Proteus  agglutinins.  A four-fold  rise 
in  titer  is  diagnostic  for  Rocky  Mountain 
Spotted  Fever. 

Febrile  illness  after  a known  tick  bite  should 
be  suspected.  Some  ticks  may  feed  and  detach 
undetected,  therefore,  there  may  be  no  evi- 
dence of  recent  tick  exposure  in  some  cases. 


Rocky  Mountain  Spotted  Fever  is  not  an 
historical  curiosity.  The  last  three  years  have 
shown  record  numbers  of  cases  throughout 
the  nation.  Most  cases  occur  annually  in  the 
southern  and  middle  Atlantic  states. 

Please  remember  that  Rocky  Mountain 
Spotted  Fever  kills  several  South  Carolinians 
every  year. 

Alice  Parsons 

Environmental  Information 
DHEC 


ANOTHER  VIEW 
Dear  Editor: 

How  proud  I was  to  join  the  ranks  of  the 
highly  regarded  and  esteemed  profession  and 
put  M.D.  behind  my  name  thirty  years  ago! 
The  son  of  a Lebanese  immigrant  achieving 
the  unbelievable  status  of  a doctor  was  no  easy 
accomplishment.  From  humble  origins,  my 
reflections  on  the  character  of  the  M.D.  who 
delivered  me  in  the  home  and  made  middle  of 
the  night  house  calls  that  were  collectable  at 
some  future  date,  imbued  me  with  the  glowing 
feeling  that  a doctor  could  do  no  wrong. 

During  the  last  two  years  my  view  has 
changed,  having  seen  the  profession  from  the 
other  side  i.e.  through  the  eyes  of  a patient. 

Three  weeks  before  surgery  for  an  intra- 
medullary ependymoma,  a neurologist  had 
declared  me  well.  Symptoms  persisted  and  a 
neurosurgeon  pinpointed  the  trouble  between 
C2  and  C7  within  five  minutes  without  the 
benefit  of  x-rays  or  laboratory  procedures.  This 
diagnosis  was  made  by  simple  observation  that 
my  supra  and  infra  spinatus  and  deltoid  mus- 
cles were  atrophied  on  the  right  side. 

Following  surgery,  a two  year  convalescent 
period  presented  me  with  ample  opportunity 
for  exchange  of  thoughts  with  many  people 
who  did  not  know  that  I was  a doctor.  Their 
view  is  different  from  ours  and  I’m  sorry  to 
say  that  there  is  plenty  of  justification  for  it. 

It’s  almost  incredible,  but  the  following  in- 
cidents are  true: 

1)  A fee  of  more  than  $60.00  for  a removal  of 
an  uncomplicated  intradermal  foreign  body. 

2)  A fee  of  $27.50  (a  laborer’s  entire  income  for 
a day’s  work)  for  removing  an  uncompli- 
cated splinter  in  the  finger. 
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3)  A fee  of  $15.00  for  pronouncing  a patient 
dead  while  on  duty  in  the  hospital  from  an 
ER  physician  who  did  not  even  view  the 
body. 

4)  A bill  for  $75.00  for  a medical  report  (a 
machine  copy  of  the  patient’s  hospital  dis- 
charge summary)  from  a physician  when 
the  patient’s  total  hill  for  treatment  was 
$40.00. 

5)  Failure  to  see  acutely  ill  hospitalized  pa- 
tients for  forty-eight  hours. 

6)  A consulting  physician  leaving  town  after 
seeing  an  acutely  ill  patient  with  no  com- 
munication at  all  with  the  attending  physi- 
cian, doing  a disservice  to  both  the  patient 
and  the  attending  physician  who  asked  for 
his  service. 

7)  A three  hour  waiting  period  in  the  ER  dur- 
ing a slow  winter  season. 

8)  A two  hour  wait  with  kidney  colic  by  a pa- 
tient because  the  ER  physician  did  not  want 
to  be  disturbed. 

9)  A doctor  bill  for  $12.00  and  ER  fee  of  $7.00 
for  a sedative  for  a relative  of  a man  who 
had  just  expired  in  the  ER. 

There  should  be  an  immediate  turn-around 
characterized  by  courtesy,  sympathy,  and  ac- 
ceptance on  our  part  that  the  patient  is  telling 
the  truth  when  symptoms  are  enumerated.  A 
patient  complaining  of  acute  pain  should  be 
given  relief  immediately,  then  more  details 
can  be  elicited.  So  what  if  an  addict  fools  you 
and  receives  an  undeserved  narcotic.  Is  it  not 
better  to  relieve  a thousand  suffering  patients 
than  to  be  smug  and  feel  that  duty  has  been 
performed  because  you  were  not  fooled  by  one 
addict?  Also,  if  you  are  called  during  the 
night,  there  exists  an  obligation  to  inquire 
about  that  person  the  next  day.  How  often  do 
we  forget  to  perform  this  simple  gesture? 

Medical  Economics  has  ruled  the  day!  It 
tells  you  that  an  extra  thousand  dollars  is 
yours  for  the  taking  by  charging  extra  for  a 
urinalysis  that  costs  you  pennies.  I’m  alarmed 
that  every  laboring  mother  is  charged  $25.00 
because  of  the  routine  use  of  the  fetal  mon- 
itor. Medical  prices  are  out  of  reach  right  now 
and  we  are  using  the  excuse  that  we  can  over- 
charge ALL  our  patients  because  of  the  fear  of 
malpractice  and  because  a few  tradesmen  have 
“stuck  it  to  us.”  Never  has  a patient  told  me 
that  a Pathologist  ot  Radiologist  took  enough 
interest  to  give  his  services  gratis  in  my  thirty 


years  of  practice.  Remember,  unless  you  die  a 
pauper  there  comes  a time  in  your  life  when 
you  are  working  not  for  yourself  but  for  your 
estate.  The  dollars  that  you  struggle  to  grasp 
will  be  most  likely  squandered  by  your  bene- 
ficiaries for  replacement  of  still  usable  drapes, 
carpeting,  clothing,  cars  and  other  material 
goods.  We  spend  no  money  on  advertisements 
or  public  relations  and  the  view  from  the  pa- 
tient’s vantage  point  is  getting  worse. 

“Mission  Accomplished”  if  you  are  inspired 
to  give  a free  visit  to  a grateful  patient  every 
week  throughout  the  year.  This  inexpensive 
effort,  if  performed  by  every  doctor  in  the 
United  States,  would  go  a long  way  toward 
polishing  an  image  that  can  ill  afford  to  be 
further  tarnished.  I cringe  in  shame  when  fre- 
quently reminded  by  one  of  my  best  friends 
that  I sent  him  a bill  for  treatment  of  tonsillitis 
that  was  incurred  while  pulling  me  on  water 
skis  and  yet  I’ll  never  forget  the  expressive 
thanks  that  covered  the  face  of  a Canadian 
tourist  when  I gave  her  a sample  package  of 
birth  control  pills  because  she  had  forgotten 
to  bring  hers  along  on  vacation.  I think  all 
doctors  should  treat  all  uncomplicated  illnesses 
of  hospital  personnel  gratis  or  at  least  give 
sizeable  discounts.  These  people  are  working 
with  you  in  the  treatment  of  your  patients  and 
should  receive  some  special  consideration.  If 
you  don’t  receive  vegetables  in  the  summer, 
deer  meat,  fresh  fish,  and  eggs  at  times  from 
grateful  patients,  you  are  not  a good  enough 
doctor.  This  certainly  applies  to  the  super- 
specialists as  well  as  the  contact  physicians. 

There  is  enough  money  for  everyone’s  need 
but  not  enough  for  everyone’s  greed. 

I mean  to  hurt  no  one  by  this  article  but  if 
I have  touched  a sensitive  nerve  then  I have 
accomplished  what  I believe  is  critically  neces- 
sary. In  many  ways  it  all  goes  back  to  the 
Golden  Rule. 

G.  P.  Joseph,  M.I). 

Myrtle  Beach,  S.  C. 
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THE  FAMILY  AS  THE  PATIENT 
Dear  Editor: 

The  catastrophe  to  our  way  of  life  threat- 
ened by  the  present  medical  liability  insurance 
crisis  (prejudicallv  called  the  malpractice 
insurance  crisis  by  the  malicious  and  the 
thoughtless)  has  become  acutely  revelant  to 
the  members  of  the  medical  profession,  and 
the  members  of  certain  other  professions  as 
well.  The  latest  meeting  of  the  AAPS  was  de- 
voted to  this  subject  and  the  approaches  to  the 
origin  of  the  problem  were  thought-provoking, 
and  the  remedies  proposed  ingenious.  Those 
who  wish  details  should  join  the  AAPS  and 
attend  its  meetings. 

Among  the  subjects  discussed  were  the 
“long  tail”  of  the  statues  of  limitations,  which 
allows  time  for  honest  disappointment  to 
develop  or  be  developed  into  resentment; 
unrealistic  expectations  of  the  results  to  be 
expected  from  therapy;  and  the  legal  perver- 
sion by  which  suppliers  of  services  are  to  be 
held  guilty  not  only  for  negligence,  but  for 
unhappy  results  inherent  in  the  nature  of  the 
illness.  The  matter  of  communication  between 
doctor  and  patient  also  received  consideration. 

I am  in  family  practice,  treating  the  annoy- 
ing trifles  which  beset  ambulatory  patients, 
and  referring  those  seriously  ill  to  others  more 
competent  than  I in  highly  scientific  medicine. 
You  might  be  surprised  to  learn  how  much 
time  I spend  explaining  to  patients  what  the 
attending  physicians  think  is  the  matter  with 
them,  and  what  they  propose  to  do  about  it; 
and  to  the  families  of  patients  that  their  loved 
ones  are  receiving  not  only  competent,  but 
personal  medical  care,  even  though  the  deliver- 
ers of  such  care  are,  like  ministering  spirits, 
invisible. 

The  complaint  that  a patient  or  his  family 
cannot  get  past  the  doctor’s  receptionist  is  so 
commonplace  as  to  be  banal;  but  when  a pa- 
tient is  told  by  the  doctor’s  office  personnel 
that  they  themselves  are  unable  to  get  in  touch 
with  their  employer,  and  that  the  patient  would 
be  well  advised  to  have  the  doctor  paged  over 
the  hospital  switchboard,  the  situation  must 
surely  be  approaching  the  intolerable.  This 
does  not  imply  that  things  will  be  any  better 
under  government  medicine;  but  only  that  the 
public  is  going  to  demand  a change,  any 


change,  from  which  they  think  they  might 
expect  improvement. 

Until  physicians  realize  that  they  must  treat 
the  family  of  the  patient  as  well  as  the  patient 
himself,  they  may  expect  dissatisfaction  from 
their  employers,  be  their  science  never  so 
current. 

Thomas  Parker,  M.D. 

Greenville,  S.  C. 


The  3rd  annual  meeting  of  the  Society 
for  Biomaterials  and  the  Ninth  Interna- 
tional Biomaterials  Symposium  will  be 
held  at  the  Hyatt  Regency  Hotel,  New 
Orleans,  La.,  April  16  through  19,  1977. 
Abstracts  must  be  submitted  by  October 
1,  1977.  For  further  information  and  an 
author’s  kit  write:  Dr.  Allan  M.  Wein- 

stein, Biomaterials  Laboratory,  Tulane 
University,  New  Orleans,  La.  70118. 


Classified 

F.  P.  POSITION  WANTED 

Senior  Resident  in  Family  Practice,  age  30, 
desires  to  locate  in  S.  C.  I wish  to  associate 
with  a partner  or  a small  group.  Please  reply 
to  Box  100,  c / SCMA. 

FAMILY  PRACTICE  PHYSICIAN  needed 
for  June,  July  and  August  1976.  Salary  negoti- 
able. Write  Box  386,  Denmark,  S.C.  29042. 

POEMS  WANTED 

The  S.  C.  Society  of  Poets  is  compiling  a book 
of  poems.  If  you  have  written  a poem  and 
would  like  our  selection  committee  to  consider 
it  for  publication,  send  your  poem  and  a self- 
addressed  stamped  envelope  to  The  S.  C. 
Society  of  Poets,  1520  Bull  Street,  Columbia, 
S.  C.  29201. 

OFFICE  SPACE  AVAILABLE 

Midland  Shopping  Center.  Ground  Floor  $3.50 
sq.  ft.  Second  Floor  $4.00  sq.  ft.  Includes 
heat,  air,  lights,  maintenance.  Plenty  free 
parking.  American  Realty,  Midland  Shopping 
Center  (803)  252-4365. 


June,  1976 
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Famous  Fighters 


NEOSPORIN  Ointment 

( polymyxin  B-bacitracin-neomycin) 

is  a famous  fighter,  too. 

Provides  overlapping,  broad-spectrum  antibacterial  action  to  help  combat 
infection  caused  by  common  susceptible  pathogens  (including  staph  and  strep). 


Each  gram  contains:  Aerosporin®  brand  Polymyxin  B Sulfate  5,000  units:  zinc 
bacitracin  400  units;  neomycin  sulfate  5 mg  (equivalent  to  3.5  mg  neomycin  base); 
special  white  petrolatum  qs  in  tubes  of  1 oz  and  1/2  oz  and  1/32  oz  (approx.) 
foil  packets. 

INDICATIONS:  Therapeutically  (as  an  adjunct  to  systemic  therapy  when  indicated) 
for  topical  infections,  primary  or  secondary,  due  to  susceptible  organisms,  as  in: 
* infected  burns,  skin  grafts,  surgical  incisions,  otitis  externa  • primary 
pyodermas  (impetigo,  ecthyma,  sycosis  vulgaris,  paronychia)  • secondarily 
infected  dermatoses  (eczema,  herpes,  and  seborrheic  dermatitis)  • traumatic 
lesions,  inflamed  or  suppurating  as  a result  of  bacterial  infection. 

Prophylactically,  the  ointment  may  be  used  to  prevent  bacterial  contamination  in 
burns,  skin  grafts,  incisions,  and  other  clean  lesions  For  abrasions,  minor  cuts 
and  wounds  accidentally  incurred,  its  use  may  prevent  the  development  of  infec- 
tion and  permit  wound  healing.  CONTRAINDICATIONS:  Not  for  use  in  the  eyes  or 
external  ear  canal  if  the  eardrum  is  perforated.  This  product  is  contraindicated  in 
those  individuals  who  have  shown  hypersensitivity  to  any  of  the  components. 
WARNING:  Because  of  the  potential  hazard  of  nephrotoxicity  and  ototoxicity  due  to 


neomycin,  care  should  be  exercised  when  using  this  product  in  treating  extensive 
burns,  trophic  ulceration  and  other  extensive  conditions  where  absorption  of 
neomycin  is  possible.  In  burns  where  more  than  20  percent  of  the  body  surface  is 
affected,  especially  if  the  patient  has  impaired  renal  function  or  is  receiving  other 
aminoglycoside  antibiotics  concurrently,  not  more  than  one  application  a day  is 
recommended  PRECAUTIONS:  As  with  other  antibacterial  preparations,  prolonged 
use  may  result  in  overgrowth  of  nonsusceptible  organisms,  including  fungi. 
Appropriate  measures  should  be  taken  if  this  occurs.  ADVERSE  REACTIONS: 
Neomycin  is  a not  uncommon  cutaneous  sensitizer.  Articles  in  the  current  litera- 
ture indicate  an  increase  in  the  prevalence  of  persons  allergic  to  neomycin.  Oto- 
toxicity and  nephrotoxicity  have  been  reported  (see  Warning  section). 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 


& 

Wellcome 


Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 
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COOL  HEADS  FOR  CRITICAL  TIMES 

Address  By  President  Of  The  North  Carolina  Medical  Association 
James  E.  Davis,  M.D.  At  The  NCMA  Annual  Meeting 
May  8,  1976 


Last  year,  in  beginning  my  term  of  office  as 
President,  I suggested  that  perhaps  our  two 
greatest  needs  were  participation  and  unity. 
Greater  participation  in  those  organizations 
which  speak  for  us  - the  North  Carolina  Med- 
ical Society  and  the  American  Medical  Asso- 
ciation - greater  participation  in  the  issues  and 
the  problems  facing  us  as  citizens  and  as  physi- 
cians, and  unity  of  purpose  and  effort  so  that 
our  voice  would  be  heard  by  those  (and  they 
are  many  and  they  are  varied)  who  strive  to 
change  the  profession  which  we  love  so  dearly 
and  which  we  know  serves  our  people  so 
ably. 

With  modesty,  let  me  now  suggest  that  we 
have  achieved  greater  participation  - our  so- 
ciety is  larger  and  more  participatory  than  ever 
before  - and  we  are  seeking  and  addressing 
the  health  problems  of  our  state.  Let  me  also 
suggest  that  since  we  are  now  communicating 
better  among  ourselves,  our  purposes  and  our 
voices  are  better  unified.  Our  leaders  speak 
with  greater  authority  and  are  listened  to  more 
attentatively.  During  the  past  year,  your  de- 
sires and  your  decisions  have  not  only  been 
expressed  to  but  have  been  heard  by  gover- 
nors, lieutenant  governors,  heads  of  state  agen- 
cies, numerous  legislative  commissions  and 
committees,  judges,  national  and  state  meet- 
ings, regional  meetings,  local  groups,  and  the 
state  and  national  news  media.  The  North 
Carolina  Medical  Society  today  is  recognized, 
not  only  by  the  leaders  of  our  state  but  by 
the  people  themselves,  as  a strong  association 
which  must  be  considered  in  all  health  and 
health-related  matters,  and  one  which  has  the 
abilities,  the  capabilities,  and  the  willingness 
to  speak  and  act  - for  the  public  good. 


As  we  now  look  to  the  future  - both  near  and 
distant  future  - what  continuing  and  approach- 
ing problems  face  us?  What  lies  ahead? 

Certainly,  we,  and  the  nation,  will  continue 
to  have  problems  with  professional  liability 
and  with  the  insurance  to  cover  this  liability. 
Though  the  question  of  availability  of  such 
insurance  in  North  Carolina  now  seems  to  have 
been  solved,  and  though  the  General  Assembly, 
in  partial  response  to  the  needs  of  the  people 
in  North  Carolina,  has  begun  to  improve  the 
insurance  climate  in  North  Carolina,  much  re- 
mains to  be  done.  We  must  continue  our  efforts 
to  assure  that  the  populace  of  our  state  remains 
informed  about  these  matters  and  remains 
aware  that  these  problems  are,  in  fact,  their 
problems.  We  must  maintain  our  efforts  to 
assure  that  succeeding  sessions  of  the  General 
Assembly  restudy  these  problems  and  enact 
more  effective  legislation  so  that  our  climate 
continues  to  improve.  Until  more  significant 
improvement  is  obtained,  we  continue  to  live 
under  the  possibility  of  recurring  crises  in  the 
availability  of  insurance  at  reasonable  costs, 
and  under  the  fear  that  the  delivery  of  health 
care  could  be  interrupted  at  any  time.  Until 
the  professional  liability  situation  stabilizes 
and  becomes  less  threatening,  we  will  continue 
to  see  physicians  retire  prematurely,  we  will 
still  have  difficulty  in  retaining  the  young  phy- 
sicians we  educate  and  train,  and  we  will  con- 
tinue to  find  fewer  physicians  electing  to  move 
their  practice  to  North  Carolina. 

Health  Planning  and  Resources 

Undoubtedly,  the  greatest  threat  to  individu- 
alized, personalized,  quality  medical  care  - now 
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‘Practice  ‘Pioilucthlty  Ii|c  • announces 
one  day  workshop  series  for  your  medical  office  assistants . . . 


June  16,  1976 
June  23,  1976 
June  30,  1976 


Business  Essennnis 
for  n meDioni  office 

SCHEDULE 
9:00  a.m.  to  5:00  p.m. 

Columbia  Carolina  Inn 

Greenville  Sheraton-Downtown 

Charleston  Holiday  Inn-Airport 


Faculty:  Senior  staff  of  Practice  Productivity  Inc. 


Practice  Productivity  Inc.,  is  a national  management  consulting  firm  located  in  Atlanta. 
PPI  specializes,  having  only  physician-clients  in  the  private  practice  of  medicine.  Practice 
Productivity  offers  educational  and  motivational  workshops  in  sound  business  concepts 
to  physicians,  residents,  medical  office  managers,  medical  assistants  and  also  provides 
in  depth  on  premise  consulting  to  physicians  in  private  practice.  For  further  information  on 
Practice  Productivity,  Inc.,  contact  Duane  M.  Johnson,  Ph.D.,  Executive  Vice  President, 
Telephone  (404)  455-7344. 

Workshop  Topics 

Telephone  Management  Personnel 

Appointment  Scheduling  Billing  Systems  and  Collection 

Medical  Records  Insurance  Claim  Processing 


REGISTRATION  FORM 

Please  register  the  following  persons  (Please  type  or  print) 

Name  Position  Date  will  Attend 

1. 

2. 

3.  

4.  

From  the  office  of: 

Name Telephone:  ( ) 

Address  

City  State  Zip 

Full  tuition  fee  of  $ is  enclosed  at  $50  per  registrant.  Tuition  includes  course  materials  and  luncheon 

and  MUST  ACCOMPANY  THIS  FORM  (There  will  be  a $10  handling  fee  deducted  on  all  refunds  for  cancellations 
received  at  least  one  week  in  advance;  no  refund  thereafter. 

Make  check  payable  and  mail  to: 

Practice  Productivity,  Inc.,  2000  Clearview  Avenue,  Atlanta,  Ga.  30340 


246 


The  Journal  of  the  South  Carolina  Medical  Association 


CRITICAL  TIMES 


and  in  the  future  - lies  in  the  National  Health 
Planning  and  Resources  Development  Act  of 
1974  (P.L.  93-641).  How  can  such  a strong 
statement  be  made  about  a law  which  has  been 
considered  and  enacted  by  the  Congress  of  the 
United  States?  Because  this  ill-conceived, 
almost  totally  misunderstood  legislation, 
which  in  one  Act  federalizes  health  care  as  a 
public  utility,  was  rushed  through  the  Congress 
in  the  dying  hours  of  its  93rd  session  and 
adopted  by  its  uninformed  members.  At  the 
time  of  its  passage,  no  printed  copy  of  this 
law  existed  and  the  presiding  officers  of  the 
Congress  had  to  use  a “paste-up”  of  the  nu- 
merous, lengthy,  and  confusing  amendments 
which  were  included.  Admirably,  this  law 
proposes  that  the  vast  powers  of  planning  and 
the  control  of  resources  be  done  at  the  local 
level,  and  we  have  consequently  in  North  Caro- 
lina developed  six  Health  Service  Areas.  In 
each  we  have  chosen  a Board  of  Directors  of 
the  Health  Services  Agency.  However,  all  the 
decisions  of  these  local  groups  are  subject  to 
reconsideration,  change,  or  negation  by  the 
State  Agency  and  Coordinating  Council,  and 
all  of  the  decisions  and  actions  of  the  state 
groups  are  then  subject  to  ultimate  change  or 
cancellation  by  one  individual,  whoever  hap- 
pens to  be  Secretary  of  the  Department  of 
Health,  Education,  and  Welfare.  Be  also  re- 
minded that  resources  include  not  only  facil- 
ities but  also  services  and  personnel,  which 
means  that  this  one  individual,  the  Secretary 
of  HEW,  is  truly  a czar  of  American  medicine. 
He  will  have  unlimited  control  over  the  health 
care  of  the  entire  nation,  including  control 
and  regulation  of  your  office  and  mine,  your 
practice  and  mine,  your  fees  and  mine.  This 
one  man  has  the  authority,  and  the  responsibil- 
ity, to  determine  for  every  single  community 
of  our  nation  what  buildings  and  equipment 
for  health  care  it  may  have,  what  health  ser- 
vices it  may  have,  and  by  whom  (and  in  what 
numbers)  these  services  may  be  provided.  Has 
any  one  man,  short  of  our  Presidents,  in  the 
history  of  our  country  ever  been  given  such 
awesome,  impossible  responsibility? 

Because  this  law  infringes  on  your  rights  to 
practice  medicine  as  you  know  best,  because  it 
infringes  on  the  proper  physician-patient  re- 
lationship, and  because  it  will  work  to  the 
detriment  of  good  medicine,  your  Society  is 
supporting  the  State  of  North  Carolina  in  test- 


ing the  constitutionality  of  this  law.  Our  state 
is  in  a uniquely  favorable  position  for  such  a 
suit,  since  this  law  requires  a Certificate  of 
Need.  Such  a requirement  was  declared  un- 
constitutional by  the  North  Carolina  Supreme 
Court  in  1973.  Consequently,  as  it  now  stands, 
this  law  requires  North  Carolina  to  either  lose 
all  federal  health  dollars  because  of  non- 
compliance,  or  requires  it  to  enact  legislation 
which  has  been  declared  unconstitutional.  On 
behalf  of  all  the  physicians  of  the  nation,  the 
American  Medical  Association  will  also  enter 
suit  against  the  Federal  Government,  and  will 
join,  its  suit  with  that  of  the  State  of  North 
Carolina. 

However,  until  this  matter  is  finally  settled, 
we  as  individuals,  and  we  as  a Society,  should 
support  what  is  literally  the  law  of  the  land. 
Consequently,  we  have  encouraged  physicians 
to  offer  themselves  as  members  of  the  Board 
of  Directors  of  the  Health  Services  Agencies, 
and  we  have  been  assured  that  knowledgeable 
physicians  will  be  appointed  to  the  State 
Health  Coordinating  Council.  There  is  no 
dichotomy,  as  might  appear,  in  our  vigorously 
and  sincerely  contesting  this  Act,  and  at  the 
same  time  supporting  what  is  already  the  law, 
until  this  law  is  either  declared  invalid, 
amended  to  a more  proper  form,  or  imple- 
mented in  a much  more  equitable  and  palat- 
able fashion.  Make  no  mistake!  We  will  be 
working  with  and  controlled  by  this  law  for  a 
long  time  to  come! 

Cost  Containment 

While  we  actively  oppose  those  who  would 
control  and  regulate  medicine,  especially  when 
this  is  done  on  the  basis  of  saving  dollars  with- 
out due  consideration  of  the  quality  of  the  care 
which  will  result,  we  must,  at  the  same  time,  be 
wise  enough  and  be  fair  enough  to  recognize 
that  all  possible  efforts,  especially  ours,  must 
be  directed  toward  containing  the  ever-esca- 
lating costs  of  health  care.  There  are  many 
substantial  and  convincing  reasons  why  health 
care  costs  have  risen,  over  and  above  the  basic 
reasons  that  all  costs  have  increased.  And  yet, 
as  good  citizens  we  have  to  be  concerned  that 
rising  costs  make  it  impossible  for  some  Amer- 
icans to  receive  proper  treatment,  and  as 
physicians,  we  must  take  the  lead  in  working 
with  other  providers  and  with  the  insurance 
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DOCTOR  — 


Would  you  like  to  LEARN  new  medical  GEMS  while  riding  in  your 
car  en  route  to  hospital  or  home?  Wouldn’t  you  like  to  SAVE 
valuable  study  TIME  in  the  evenings  to  spend  with  your  family? 
Why  not  listen  to  some  good  one  hour  audiocassette  tapes  approved 
by  the  AMA  on  an  hour-for-hour  basis  up  to  22  hours  in  category 
5A  for  the  Physicians  Recognition  Award?  We  have  a series  of  tapes 
made  specifically  for  the  CLINICIAN  who  would  like  to  learn  more 
about  practical  points  in  ophthalmology,  neurology,  neurosurgery, 
clinical  neuroanatomy,  recent  advances  in  treatment  of  macular  dis- 
ease, and  the  like  — and  they  are  even  in  a SOUTH  CAROLINA 
ACCENT!  For  a complete  list  of  all  available  titles  and  more  infor- 
mation, clip  out  this  ad  and  mail  with  your  name,  address,  and  zip 
code  to  — 

NEURO-OPHTHALMOLOGY  TAPES 
9820  S.  W.  62  Court 
Miami,  Fla.  33156 


A unique  hospital  specializing  in  treatm  en  t of . . . 


ALCOHOLISM 
DRUG  ADDICTION 


In  this  restful  setting  away  from  pressures 
and  free  from  distractions,  the  Willingway 
staff,  with  understanding  and  compassion, 
carries  out  an  intensive  program  of 
therapy  based  on  honesty  and  responsi- 
bility. The  concepts  and  methods  are  ori- 
ginal, different  and  have  been  highly  suc- 
cessful for  fifteen  years. 


John  Mooney,  Jr.,  M.D.,  Director 
Dorothy  R.  Mooney,  Associate  Director 


311  JONES  MILL  RD.,  STATESBORO,  GA.  30458  TEL. (912)  764-6236 

ACCREDITED  BY  THE  J.C.  A.  H. 
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industry  to  assure  that  all  Americans  can  and 
do  receive  a single  standard  of  high  quality 
medical  care,  from  which  has  been  eliminated 
the  unnecessary,  the  redundant,  and  the  over- 
priced. Many  ways  in  which  this  might  be  done 
come  readily  to  mind:  educational  efforts  to 
prevent  or  to  minimize  illness,  more  ambula- 
tory care  to  eliminate  some  hospitalization, 
prior-to-admission  studies  to  reduce  the  length 
of  hospitalization,  better  delineation  of  the 
care-site,  so  that  only  those  actually  requiring 
acute  care  remain  in  the  expensive  acute  care 
facility,  and  greater  use  of  “physician  exten- 
ders.” There  must  be  many  other  ways  in 
which  costs  can  be  restrained  and  reduced 
without  sacrifice  of  quality. 

To  this  end,  two  days  ago,  I asked  a selected 
group  of  very  knowledgeable  physicians,  those 
experienced  in  working  effectively  in  these 
areas  of  endeavor,  to  meet  with  Dr.  Caldwell 
and  me.  We  have  begun  to  explore  this  issue 
and  we  hope  to  subsequently  recommend  to 
the  Society  ways  in  which  the  medical  profes- 
sion in  North  Carolina  can  take  its  rightful  and 
appropriate  place  of  leadership  in  this  impor- 
tant matter.  Incoming  President  Caldwell 
agrees  to  support  and  work  with  this  group 
during  his  tenure  of  office. 

Expanded  Public  Information  Program 

Still  another  need  which  I feel  we  have  and 
which  we  must  address  is  that  of  an  improved 
and  more  extensive  program  of  public  infor- 
mation. Our  Public  Relations  Commission, 
the  Public  Relations  Committee,  and  the  staff 
who  work  in  this  area  are  doing  an  excellent 
and  effective  job.  I have  repeatedly  expressed 
my  appreciation  for  the  fine  work  which  these 
people  do.  But  the  times  and  conditions  under 
which  we  live  and  work  indicate  still  a greater 
effort  on  the  part  of  our  Society.  To  see  that 
medicine,  its  motivations,  its  conscience,  its 
concerns,  and  its  accomplishments  are  put  in  a 
stronger  and  more  positive  posture  before  the 
public.  We  are  not  after  a “Madison  Avenue” 
approach  to  glorify  or  to  seek  recognition  for 
what  we  do.  But  we  do  want  to  be  even  more 
accountable  to  our  people,  to  have  them  feel 
that  we  are  always  “leveling”  with  them,  that 
our  purpose  is  to  be  constantly  concerned  w'ith 
their  health  needs,  constantly  seeking  to  fulfill 
these  needs,  and  fully  informing  them  at  all 


times.  As  you  may  recall,  this  House  of  Dele- 
gates in  1974  passed  the  Amended  Moore 
County  Resolution  directing  the  Society  to 
“increase  its  activity  in  the  area  of  public  rela- 
tions, legislative  contact,  and  governmental 
relations.”  I feel  that  my  proposal  today  is 
a logical  extension,  currently  applied,  of  the 
sentiment  of  the  House  of  Delegates  two  years 
ago. 

Perhaps  this  would  require  the  formation  of 
a separate  Public  Information  section  of  our 
Society,  over  and  above  our  present  Commis- 
sion and  Committee  structure.  It  would  un- 
doubtedly require  additional  personnel  and 
additional  funds.  Quite  conceivably,  though, 
assistant  in  the  planning,  implementation,  and 
even  funding  of  such  a project  might  be  avail- 
able from  such  outside  sources  as  the  Amer- 
ican Medical  Association,  private  and  public 
foundations.  As  difficult  and  costly  as  this  may 
seem  and  may  be,  I feel  that  it  is  of  ultimate 
importance  and  that  the  success  of  many  of  our 
present  and  future  endeavors  may  depend  on 
such  an  improved  posture. 


National  Health  Insurance 

One  cannot  speak  of  medicine  of  the  future 
without  facing  the  issue  of  National  Health 
Insurance.  Each  of  the  past  several  years  has 
brought  expectations  that  some  form  of  Na- 
tional Health  Insurance  would  be  enacted  “in 
the  near  future.”  Today,  in  spite  of  the  rhetoric 
which  will  abound  in  this  election  year,  we  are 
probably  further  removed  from  it  than  at  any 
time  in  recent  memory.  Yet,  the  probability  of 
its  ultimate  occurrence  - after  we  have  accom- 
plished greater  economic  recovery  and  the 
political  situation  is  more  stable  - still  seems 
likely.  As  you  know,  many  such  bills  have  been 
introduced  or  re-introduced  into  Congress  and 
hearings  on  the  many  aspects  of  this  subject 
are  under  way.  We  must  continue  to  alertly 
monitor  this  situation,  participate  as  much  as 
possible  in  the  investigations  and  planning  now 
going  on,  in  the  hopes  of  wisely  and  favorably 
influencing  the  ultimate  result.  Though  pres- 
ently obscured  from  sharp  vision  by  more 
pressing  issues.  National  Health  Insurance  will 
be  back,  in  sharp  focus  and  on  center  stage,  in 
the  not  too-distant  future. 
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Serving  Our  Patients 

The  challenges  we  have  had  in  the  past 
year  and  those  that  we  will  he  facing  in  the 
coming  years  are  all  important  and  require  our 
careful  attention  and  diligent  work.  However, 
let  me  suggest  that  of  greater  importance  than 
any  of  them,  and  the  one  which  will  have  last- 
ing value,  is  the  care  we  give  our  patients, 
and  the  care  our  patients  think  we  giving  them. 
There  is  no  doubt  in  my  mind  that  the  Amer- 
ican public  today  receives  the  best  medical 
care  that  man  has  ever  known.  But  there  are 
many  reasons  to  know  that  the  public,  though 
often  recognizing  the  quality,  still  feels  at  times 
that  our  care  is  impersonal,  unsympathetic, 
hurried,  and  even  indifferent.  It  is  only  human 
for  each  of  us  to  think  that  if  these  accusations 
are  true,  even  in  part,  they  are  generalizations 
and  certainly  do  not  apply  to  me. 

Whether  or  not  the  generalizations  are  true, 
whether  or  not  they  are  applicable  to  us  indi- 
vidually, they  are  of  such  importance  to  us 
collectively  that  each  of  us  must  accept  them  as 
being  true,  as  being  directed  at  each  one  of  us. 

Each  of  us  must  resolve  to  do  everything 
everything  possible  to  correct  this  feeling.  You 
know  of  those  things  which  you  can  do  to  help 
correct  these  impressions,  but  1 would  suggest 
that  all  of  us  learn  to  listen  to  patients  more 
and  to  listen  better.  And  though  we  know  that 
we  have  absolutely  no  extra  time,  we  must 
resolve  to  find  more  time  to  spend  with  pa- 
tients. Also,  we  must  take  the  time  to  be  sure 
our  patients  understand  what  we’re  telling 
them  and  that  we  answer  their  questions  thor- 
oughly. For  many  reasons,  patients  today  are 
better  informed  and  more  inquisitive  about 
medical  matters  than  ever  before,  and  they 
need  answers,  and  answers  from  you  because 
you  are  best  qualified  to  give  them.  We  must 
continue  to  work  with  the  difficult  problem  of 
patient  access  to  health  care,  to  get  patients 
into  the  Health  Care  System  promptly  and 
to  direct  them  to  the  provider  most  appropri- 
ate to  their  need.  I commend  the  few  County 
Societies  who  have  established  Telephone 
Referral  Services  for  anyone  in  need  who  calls 
- but  the  public  needs  to  be  better  informed 
that  such  services  are  available,  and  they  need 
such  services  in  many  more  areas.  Each  of  us 
needs  to  become  better  informed  about  the 
current  costs  of  hospitalization,  x-rays,  labora- 
tory tests  and  other  services,  both  to  help  con- 
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tain  these  costs  and  to  better  and  more  accur- 
ately inform  the  patient  of  charges  which  they 
are  incurring. 

There  must  be  countless  other  ways  we  can 
better  serve  our  patients,  and  we  should  do 
these  things,  not  because  of  “defensive  med- 
icine,” or  of  legal  implications,  but  simply 
and  wholly  because  they  are  an  integral  and 
necessary  part  of  good  medicine. 

We  do  have  problems,  but  never  let  us  forget 
that  we  also  have  the  noblest  and  the  most  re- 
spected profession  of  all,  that  we  have  a very 
strong  Society  made  up  of  strong  members 
and  able  leaders,  and  that  our  foundations  are 
sound.  Today,  all  we  need  in  addition  is  to  firm 
up  our  foundations.  We  must  keep  cool  heads, 
be  alert  and  participate  in  decisions,  so  that  we 
will  continue  to  lead  the  way  to  the  best  health 
for  our  people. 

In  concluding  this  year’s  work,  let  me  ex- 
press to  the  membership  my  gratitude  for  the 
privilege  of  having  served  as  President  and 
for  the  magnificent  support  and  cooperation 
you  have  given  me.  I am  especially  indebted 
to  my  fellow  Officers,  to  the  members  of  the 
Executive  Council,  the  Commissioners,  the 
Committee  Chairmen,  to  Mr.  William  Hillard 
and  his  superb  headquarters  staff,  and  to  our 
most  able  legal  counsel,  Mr.  John  Anderson. 
We  are  fortunate  in  having  a man  of  Mr.  Jesse 
Caldwell’s  abilities  to  assume  the  reins,  and 
undoubtedly  he  will  have  the  total  support  of 
us  all.  □ 
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I dosage  calculations 

: nox  [mebendazole)  offers  a 
itly  simplified  method  of 
: ting  pinworm.  Just  one  tablet, 
>very  member  of  the  family, 
irdless  of  weight  or  age.f 

i iplicity  of  administration 

: snts  can  take  the  tablet  at  any 
■ i.  It  can  be  chewed,  swal- 
' 3d,  or  crushed  and  mixed 
food.  No  messy  liquids 
cur. 

t a dye 

; nox  will  not  stain  clothes, 
h % feces,  toilet  bowls,  etc. 


Highly  effective 

In  clinical  studies,  the  pinworm 
mean  cure  rate  with  Vermox  was 
95%  [range  90-100%).  In  cases 
where  reinfection  occurs,  a 
repeat  tablet  is  advised. 

Well  tolerated 

Transient  symptoms  of  abdomi- 
nal pain  and  diarrhea  have 
occurred  in  cases  of  massive 
infection  and  expulsion  of  worms. 


Also  effective  against 
whipworm. ..as  well  as 
roundworm  and  hookworm 

Just  one  simple  dosage,  regard- 
less of  weight  or  age,f  for  single 
or  mixed  infections:  1 chewable 
tablet  b.i.d.  for  3 consecutive  days 
If  the  patient  is  not  cured  3 weeks 
after  treatment,  a second  course 
of  treatment  is  advised. 

t Because  Vermox  has  not  been 
extensively  studied  in  children  under  2 
years  of  age,  the  relative  benefit/risk 
should  be  considered  before  treating 
these  children.  Vermox  is  contra- 
indicated in  pregnant  women  (see: 
Pregnancy  Precautions)  and  in  persons 
who  have  shown  hypersensitivity  to 
the  drug. 


a single  chewable  tablet 
treatment  for  pinworm 


chewable 
tablets 


TRADEMARK 


meDenaazo  e 


■ OPTION  VERMOX  (mebendazole)  is  methyl  5-benzoylbenzimidazole-2-carbamate. 

; ''NS  VERMOX  exerts  Its  anthelmintic  effect  by  blocking  glucose  uptake  by  the  sus- 
f e helminths,  thereby  depleting  the  energy  level  until  it  becomes  inadequate  for  survival. 

gnificant  amount  of  mebendazole  is  absorbed  from  the  gastrointestinal  tract.  Most  of 
s excreted  in  the  urine  within  three  days  either  as  metabolites  or  unchanged  drug. 

I VTIONS  VERMOX  is  indicated  for  the  treatment  of  Trichuris  trichiura  (whipworm), 
i 3/us  vermicularis  (pinworm),  Ascaris  lumbricoides  (roundworm),  Ancylostoma  duod- 

i common  hookworm),  Necator  americanus  (American  hookworm)  in  single  or  mixed 
t!  ins. 

ii  y varies  in  function  of  such  factors  as  pre-existing  diarrhea  and  gastrointestinal  transit 
V egree  of  infection  and  helminth  strains.  Efficacy  rates  derived  from  various  studies  are 
c in  the  table  below; 


Trichuris 

Ascaris 

Plookworm 

Pinworm 

ure  rates 

mean 

(range) 

68% 

(61-75%) 

98% 

(91-100%) 

96% 

95% 

(90-100%) 

) reduction 

mean 

(range) 

93% 

(70-99%) 

99.7% 

(99.5-100%) 

99.9% 

- 

PRECAUTIONS  PREGNANCY:  VERMOX  has  shown  embryotoxic  and  teratogenic  activity  in 
pregnant  rats  at  single  oral  doses  as  low  as  10  mg/kg.  Since  VERMOX  may  have  a risk  of  pro- 
ducing fetal  damage  if  administered  during  pregnancy,  it  is  contraindicated  in  pregnant 
women. 

PEDIATRIC  USE:  The  drug  has  not  been  extensively  studied  in  children  under  two  years; 
therefore,  in  the  treatment  of  children  under  two  years  the  relative  benefit/risk  should  be 
considered. 

ADVERSE  REACTIONS  Transient  symptoms  of  abdominal  pain  and  diarrhea  have  occurred 
in  cases  of  massive  infection  and  expulsion  of  worms. 

DOSAGE  AND  ADMINISTRATION  The  same  dosage  schedule  applies  to  children  and 
adults.  For  the  control  of  pinworm  (enterobiasis),  a single  tablet  is  administered  orally,  one 
time. 

For  the  control  of  roundworm  (ascariasis),  whipworm  (trichuriasis),  and  hookworm  infection, 
one  tablet  of  VERMOX  is  administered,  orally,  morning  and  evening,  on  three  consecutive  days. 
If  the  patient  is  not  cured  three  weeks  after  treatment,  a second  course  of  treatment  is  advised. 
No  special  procedures,  such  as  fasting  or  purging,  are  required. 

HOW  SUPPLIED  VERMOX  is  available  as  tablets,  each  containing  100  mg  of  mebendazole, 
and  is  supplied  in  boxes  of  twelve  tablets. 

VERMOX  (mebendazole)  is  an  original  product  of  Janssen  Pharmaceutica,  Belgium,  and  co- 
developed by  Ortho  Pharmaceutical  Corporation. 


VINDICATIONS  VERMOX  is  contraindicated  in  pregnant  women  (see  Pregnancy 
ions)  and  in  persons  who  have  shown  hypersensitivity  to  the  drug. 


Ortho  Pharmaceutical  Corporation 
Raritan,  New  Jersey  08869 
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SYMPOSIUM: 

CURRENT  AND  FUTURE  TRENDS 
IN  ANTIBIOTIC  THERAPY 


The  following  papers  were  presented  at  a 
symposium  at  the  South  Carolina  Regional 
Meeting  of  the  American  College  of  Physicians, 
in  association  with  the  South  Carolina  Society 
of  Internal  Medicine,  at  Myrtle  Beach,  March 
6,  1976. 

Proper  use  of  antibiotics  is  a subject  of  con- 
cern to  all  physicians,  and  is  discussed  in  an 
editorial  elsewhere  in  this  issue.  The  purpose 
of  this  symposium  is  not  to  review  standard 
guidelines  for  antibiotic  therapy,  which  can 
be  found  in  other  sources,  but  rather  to  present 
aspects  of  antibiotic  pharmacology  which  are 
of  current  and  future  interest. 

The  first  paper,  by  Dr.  Robert  C.  Moeller- 
ing,  Jr.,  is  an  overview  of  the  aminoglycoside 
antibiotics.  These  are  important  to  all  physi- 
cians who  treat  gram-negative  rod  infections 
in  seriously-ill  patients.  Until  recently,  choice 
of  agents  was  relatively  straightforward: 
streptomycin  was  largely  replaced  by  kanamy- 
cin,  which  was  in  turn  replaced  by  gentamicin. 
However,  the  field  is  becoming  crowded. 
Tobramycin,  similar  in  most  respects  to  gen- 
tamicin, is  now  available,  and  as  Dr.  Moeller- 
ing  observes,  “several  dozen  more  are  poised 
on  the  drawing  boards  of  drug  companies 
throughout  the  world.”  The  specter  ot  gram- 
negative rods  resistant  to  all  available  anti- 
biotics has  been  realized  in  some  institutions, 
and  is  a compelling  reason  for  the  judicious 
use  of  these  agents. 


In  the  second  paper.  Dr.  Victor  E.  Del  Bene 
discusses  possible  alternatives  for  therapy 
of  anaerobic  infections,  especially  those  in- 
volving Bacteroides  fragilis.  Although  nu- 
merous authors  have  stressed  the  importance 
of  anaerobic  pathogens  in  recent  years,  it  is 
felt  that  Dr.  Del  Bene’s  discussion  will  give 
the  reader  a unique  insight  into  recent  devel- 
opments, such  as  therapy  with  penicillins, 
metronidazole,  thiamphenicol,  and  cefoxitin. 
The  relative  merits  of  clindamycin  (with  the 
risk  of  speudomembranous  enterocolitis)  and 
chloramphenicol  (with  the  risk  of  aplastic 
anemia)  have  been  much-debated;  Dr.  Del 
Bene  states  his  preferences. 

In  the  third  paper.  Dr.  Joseph  F.  John,  Jr., 
summarizes  the  potential  indications  for  the 
fixed  combination  of  trimethoprim-sulfameth- 
oxazole (cotrimoxazole).  The  use  of  fixed 
combinations  of  antimicrobial  agents  was 
resoundingly  condemned  seven  years  ago  by  a 
National  Academy  of  Sciences  - National 
Research  Council  study.  The  enthusiasm  for 
the  trimethoprim-sulfamethoxazole  tablet 
should  therefore  be  somewhat  surprising. 
However,  the  sequential  activity  of  the  two 
agents  on  bacterial  folate  metabolism  results 
in  a remarkable  synergy  against  a wide  range 
of  pathogens.  It  seems  inevitable  that  the  use- 
fulness of  this  combination  will  transcend  the 
presently  approved  indication,  that  of  chronic 
urinary  tract  infections. 
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Finally,  an  overview  of  the  penicillins  and 
cephalosporins  is  presented,  emphasizing  re- 
cent developments  such  as  amoxicillin,  car- 
benicillin,  and  the  newer  cephalosporins.  Mod- 
ification of  the  penicillin  molecule  led  to  a vari- 
ety of  invaluable  agents;  less  benefit  has  come 
from  attempts  to  modify  the  cephalosporin 
nucleus,  but  several  experimental  agents  offer 
promise.  Although  the  basic  pharmacology  of 


the  penicillin  and  cephalosporin  antibiotics 
seems  straightforward,  the  number  of  avail- 
able preparations  is  a potential  source  for 
confusion.  To  avoid  such  confusion,  all  of  us 
would  do  well  to  “think  generically.” 

Charles  S.  Bryan,  M.D.,  FACP 
Moderator 


THE  AMINOGLYCOSIDE  ANTIBIOTICS  - 
CURRENT  STATUS  AND  FUTURE  DEVELOPMENTS 


ROBERT  C.  MOELLERING,  JR.,  M.D.,  FACP* 


There  are  currently  six  aminoglycoside 
antibiotics  available  for  clinical  use  and  several 
dozen  more  are  poised  on  the  drawing  boards 
of  drug  companies  throughout  the  world.  In 
this  brief  review  we  will  examine  the  proper- 
ties of  this  group  of  antibiotics  as  a whole, 
concentrating  on  those  currently  available  for 
clinical  use.  In  addition,  we  will  outline  some 
of  the  newer  concepts  and  developments 
which  are  almost  certain  to  result  in  a con- 
siderable proliferation  of  the  agents  approved 
for  therapy  during  the  next  several  years. 

“Animoglycoside”  is  actually  a fairly  im- 
precise term  since  it  simply  refers  to  any  of  a 
whole  series  of  chemical  compounds  in  which 
an  amino-containing  sugar  is  attached  to  some 
other  fragment  by  a glycosidic  (or  sugar-type) 
linkage.  When  we  speak  of  the  so-called 
“aminoglycoside  antibiotics,”  we  are  in  actual- 
ity speaking  of  the  aminoglycosidic  amino- 
cyclitol  antibiotics  in  which  the  fragment 
attached  to  the  amino  sugar  is  a ring  structure 
known  as  an  aminocyclitol.  Nonetheless, 
because  of  the  difficulty  in  dealing  with  such 


*Assistant  Professor  of  Medicine.  Harvard  Medical  School. 
Infectious  Disease  Unit,  Massachusetts  General  Hospital, 
Boston,  Massachusetts  02114 
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a long  term,  the  simpler  phrase  aminoglyco- 
side is  commonly  used  to  refer  to  the  whole 
series  of  valuable  antibiotics  which  are  listed 
on  Table  1.*  The  aminoglycosides  are  among 
the  oldest  known  antibiotics,  the  first  (strep- 
tomycin) having  been  isolated  in  1944  by  Wax- 
man.1  All  of  these  agents  are  derived,  at  least 
in  part,  from  fungi.  The  majority  of  these  are 
derived  from  Streptomyces  species.  However 
gentamicin,  sisomicin,  and  verdamicin,  are 
derived  from  Micromonospora  species.  As  a 
result,  the  terminal  portion  of  their  generic 
names  are  spelled  “micin”  to  distinguish  them 
from  the  “mycins,”  which  are  derived  from 
Streptomyces  species.  These  agents  have  many 
properties  in  common.  All  are  relatively  small 
molecules  and  all  are  quite  stable.  None  of 
them  are  absorbed  well  when  administered 
by  the  oral  route  or  when  applied  topically, 
and  hence  must  be  given  parenterally  for  a 
systemic  use.2  Moreover,  all  are  potentially 
toxic  to  the  kidneys  and  the  eighth  nerve.2 

None  of  the  aminoglycosides  are  effective 
against  anaerobic  organisms.  In  fact,  they  are 

*Another  agent,  spectinomycin,  is  also  commonly  called 
an  “aminoglycoside”  but  it  is  quite  different  chemically 
and  is  actually  an  aminocyclitol. 
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not  even  effective  against  aerobic  organisms 
under  strictly  anaerobic  conditions.  They  are 
primarily  effective  against  aerobic  (or  facul- 
tative) gram  negative  bacilli  such  as  £.  coli, 
klebsiella,  proteus  and  other  organisms.  Some, 
but  not  all  are  capable  of  killing  Pseudomonas 
species.  Although  many  of  these  agents  are 
quite  active  against  Staphylococcus  aureus  in 
vitro,  there  is  some  doubt  as  to  their  clinical 
effectiveness  against  staphylococci.  None  of 
the  aminoglycosides  are  particularly  effective 
against  streptococci  (including  the  pneumo- 
coccus). They  have  varying  degrees  of  activity 
against  M.  tuberculosis,  with  streptomycin 
being  the  most  active  in  this  regard. 

The  aminoglycosidic  aminocyclitols  are 
bactericidal  rather  than  bacteriostatic  anti- 
biotics. This  means  that  they  cause  actual 
death  (as  opposed  to  simple  inhibition  of 
growth)  of  the  sensitive  bacteria  which  are 
exposed  to  them.  The  mechanism  by  which 
the  aminoglycosides  kill  bacteria  is  still  not 
known.2  We  do  know  that  in  order  for  them 
to  be  effective,  they  must  enter  the 
bacterial  cell  and  bind  to  ribosomes,  which 
are  tiny  structures  that  are  responsible  for 
the  synthesis  of  proteins.  Once  they  bind  to 
the  ribosomes,  the  aminoglycosides  inhibit 
and  distort  the  process  of  protein  synthesis; 
but  how  this  actually  kills  the  bacteria  is  still 
not  totally  known. 

Through  the  years  the  aminoglycosides 
have  proven  to  be  very  valuable  agents.  In- 
deed, streptomycin  was  the  first  true  antibiotic 
which  was  effective  against  gram  negative 
organisms.  With  the  introduction  of  the  newer 
agents  listed  in  Table  1,  particularly  kanamy- 
cin,  gentamicin,  and  more  recently  tobramy- 

TABLE  1 

THE  AMINOGLYCOSIDIC  AMINOCYCLITOL 
ANTIBIOTICS 

Currently  available: 

Oral  or  Topical  use  only:  Neomycin,  Paromomycin 

Parenteral  use:  Streptomycin,  Kanamycin, 

Gentamicin,  Tobramycin 

Investigational  drugs: 

Nearing  completion  of 

Clinical  trials:  Amikacin  (BB-K.8)*,  Sisomicin 

Others:  Verdamicin,  Butirosin,  Lividomycin, 

Substituted  gentamicins*,  etc. 

*Semisynthetic  aminoglycosides 


cin,  we  have  added  even  more  effective  agents 
to  our  therapeutic  armamentarium.  However, 
the  aminoglycosides  are  not  without  their 
drawbacks.  There  are  really  two  major  prob- 
lems regarding  these  drugs:  1)  their  toxicity, 

2)  the  development  of  strains  of  bacteria  re- 
sistant to  these  organisms. 

As  noted  earlier,  the  aminoglycosides  have 
the  potential  to  be  toxic  to  the  eighth  nerve 
(auditory  and/or  vestibular  portion)  as  well 
as  to  the  kidneys.  The  agents  vary  in  their 
toxic  potential.  However  despite  extensive 
study  of  the  problem,  solid  data  are  not  avail- 
able to  allow  one  to  determine  the  absolute 
incidence  of  toxicity  due  to  these  drugs  in  man. 
We  do  know',  however,  that  certain  agents 
such  as  neomycin  are  very  toxic  to  both  the 
auditory  branch  of  the  eighth  nerve  and  the 
kidneys  when  given  parenterally.  Thus  the  use 
of  neomycin  is  confined  to  oral  or  topical  ap- 
plication. Eighth  nerve  toxicity  develops  in 
roughly  .5  to  5 percent  of  patients  receiving 
streptomycin,  kanamycin,  gentamicin,  or 
tobramycin.  Kanamycin  is  more  likely  to  dam- 
age the  auditory  than  the  vestibular  branch  of 
the  eighth  nerve  while  vestibular  toxicity  is 
more  common  with  streptomycin  and  genta- 
micin. Figures  to  date  suggest  that  tobramycin 
may  be  less  toxic  to  the  eighth  nerve  than  any 
of  the  other  agents,  but  this  is  based  on  pre- 
liminary data  and  will  require  confirmation 
before  it  can  be  accepted  as  dogma.  The  ves- 
tibular toxicity  produced  by  these  drugs 
manifests  itself  as  loss  of  balance,  dizziness, 
or  true  vertigo  and  may  be  quite  disabling, 
especially  in  elderly  persons.  High  tone  fre- 
quency loss  occurs  as  the  initial  manifestation 
of  auditory  toxicity,  but  total  deafness  in  one 
or  both  ears  may  also  occur,  particularly  with 
prolonged  use  in  patients  with  impaired  renal 
function.  Prior  exposure  to  ototoxic  agents 
also  seems  to  predispose  to  the  development 
of  eighth  nerve  damage. 

Data  concerning  the  incidence  of  nephro- 
toxicity is  even  more  difficult  to  obtain.  It  is 
clear  that  all  of  the  aminoglycosides  have  the 
potential  to  cause  renal  damage.  This  property 
is  manifest  very  infrequently  with  streptomy- 
cin and  somewhat  more  frequently  with 
kanamycin,  gentamicin,  and  tobramycin. 
The  incidence  of  nephrotoxicity  for  the  latter 
drugs  is  probably  in  the  range  of  1.5  to  10 
percent,  depending  upon  how  carefully  evi- 
dence for  this  is  searched  for.  Clinically  one 
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sees  a decrease  in  creatinine  clearance  with 
increase  in  BUN  and  serum  creatinine,  as  well 
as  an  abnormal  urinalysis  with  proteinuria  and 
casts  in  patients  who  develop  nephrotoxicity. 
These  findings  are  usually  reversible  if  the 
drug  is  stopped  but  occasional  deaths  have 
been  described  in  patients  who  have  devel- 
oped a picture  similar  to  acute  tubular  necro- 
sis while  receiving  aminoglycoside  antibiotics. 

Another  major  problem  surrounding  the 
use  of  aminoglycoside  antibiotics  has  been 
the  emergence  of  bacteria  which  are  resis- 
tant to  these  agents.  As  each  new  aminogly- 
coside antibiotic  has  been  introduced,  we 
have  seen  the  emergence  of  such  resistant 
strains  within  a period  of  several  years.  Resis- 
tance to  streptomycin  and  kanamycin  has 
arisen  more  rapidly  than  resistance  to  gen- 
tamicin, but  a number  of  large  medical  centers 
are  now  having  problems  with  gentamicin 
resistance  just  as  they  earlier  did  with  organ- 
isms resistant  to  streptomycin  and  kanamycin. 
Tobramycin  has  not  been  on  the  market  long 
enough  to  determine  the  frequency  of  emer- 
gence of  strains  resistant  to  tobramycin,  but 
preliminary  data  suggests  that  gentamicin  it- 
self can  select  out  strains  of  certain  bacteria 
resistant  to  tobramycin.3 

The  mechanism  by  which  bacteria  become 
resistant  to  these  antibiotics  is  not  known  in 
all  instances,  but  in  most  cases  it  seems  re- 
lated to  enzymatic  inactivation  of  the  amino- 
glycosides by  the  resistant  organisms.4  Bac- 
teria which  are  resistant  by  this  mechanism 
contain  R-factors.  These  are  extrachromo- 
somal  fragments  of  DNA  that  enable  the  bac- 
terial cell  to  make  enzymes  which  inactivate 
aminoglycoside  antibiotics.  These  enzymes 
attach  certain  chemical  radicals  to  the  amino- 
glycosides and  these  radicals  in  turn  hinder 
the  ability  of  the  antibiotic  to  enter  the  cell 
and  bind  to  the  ribosome.  Thus  bacteria  con- 
taining these  enzymes  are  resistant  to  amino- 
glycosides. 

In  large  measure,  the  prevalence  of  organ- 
isms containing  such  enzymes  determines 
the  spectrum  of  activity  of  a given  aminogly- 
coside antibiotic  against  gram  negative 
bacilli.  It  is  quite  clear  that  the  more  fre- 
quently such  an  agent  is  used,  the  more  likely 
it  is  that  emergent  strains  of  bacteria  will 
arise  in  the  environment.  At  present,  gen- 
tamicin and  tobramycin  (the  two  agents  most 


recently  released  for  clinical  use)  are  effective 
against  a larger  percentage  of  aerobic  gram 
negative  bacilli  than  either  kanamycin  or 
streptomycin  (Table  2).  It  is  interesting  to  note 
however  that  in  areas  where  streptomycin  or 
kanamycin  have  not  been  used  extensively  in 
recent  years,  the  percentage  of  strains  of  bac- 
teria resistant  to  these  agents  has  declined. 
This  allows  some  hope  that  alternating  or 
“resting”  certain  of  these  aminoglycosides 
from  time  to  time  may  help  prevent  the  emer- 
gence of  resistant  strains.  Table  2 lists  the 
susceptibilities  to  five  aminoglycosides  of 
various  gram  negative  bacilli  isolated  at  the 
Massachusetts  General  Hospital  in  1975. 
The  percentage  of  strains  susceptible  to  kana- 
mycin, and  especially  to  streptomycin,  is  con- 
siderably higher  than  it  was  five  years  ago, 
undoubtedly  related  to  the  fact  that  these 
agents  have  been  utilized  less  since  the  intro- 
duction of  gentamicin  in  1971.  Currently  the 
spectrum  of  activity  of  gentamicin  and  tobra- 
mycin at  the  Massachusetts  General  Hospital 
and  in  many  other  large  centers  is  very  similar 
with  the  exception  that  gentamicin  is  more 
effective  than  tobramycin  against  Serratia 
species  while  tobramycin  is  considerably  more 
effective  than  gentamicin  against  Pseudo- 
monas aeruginosa.  In  addition,  tobramycin  is 
effective  against  some,  but  not  all,  strains  of 
bacteria  which  are  resistant  to  gentamicin. 
It  would  appear  that  tobramycin  is  currently 
the  aminoglycoside  of  choice  for  treating  infec- 
tions due  to  Psuedomonas  aeruginosa.  More- 
over, tobramycin  seems  to  be  as  effective  as 
gentamicin  for  treating  other  gram  negative 
infections  with  the  possible  exception  of 
serratia  infections. 

Future  efforts  toward  the  development  of 
new  aminoglycoside  antibiotics  will  be  concen- 
trated in  several  important  areas.  Ideally  we 
would  like  to  see  aminoglycoside  antibiotics 
which  are  effective  but  devoid  of  toxicity. 
Although  a good  deal  is  known  about  the 
molecular  basis  of  aminoglycoside  toxicity, 
major  alterations  in  the  molecules  of  these 
compounds  which  produce  nontoxic  com- 
pounds have  also  resulted  in  agents  devoid  of 
significant  antibacterial  activity.5  Thus  it  does 
not  seem  likely  that  the  near  future  will  see  the 
development  of  nontoxic  aminoglycoside  anti- 
biotics. However  minor  modifications  in  the 
molecule  can  diminish  to  some  extent  either 
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auditory  or  vestibular  or  nephrotoxicity,  and 
it  is  possible  that  certain  of  the  newer  com- 
pounds may  have  slightly  less  toxicity  than 
those  presently  available. 

Major  efforts  are  currently  being  made  to 
find  new  aminoglycoside  antibiotics  which 
are  effective  against  resistant  organisms.  One 
of  the  most  interesting  efforts  in  this  regard 
involves  the  production  of  semi-synthetic 
derivatives  of  the  aminoglycosides.  Amikacin 
(which  has  not  yet  been  released  for  general 
clinical  use)  is  the  first  of  these  derivatives  to 
be  tested  clinically.  This  is  a derivative  of 
kanamycin  to  which  an  a-hydroxybutyric  acid 
radical  has  been  added.2  The  addition  of  this 
side  chain  enables  amikacin  to  resist  most  of 
the  enzymes  which  attack  gentamicin,  kana- 
mycin and  tobramycin.  Thus  amikacin  is  effec- 
tive against  many  bacteria  which  are  resis- 
tant to  the  three  latter  drugs.  It  is  a promising 
new  agent,  but  appears  to  be  at  least  a year  or 
two  away  from  being  marketed  commercially 
as  of  the  time  of  the  writing  of  this  manuscript. 
Sisomicin  is  a new  natural  aminoglycoside 
which  is  also  undergoing  clinical  trials.  How- 
ever it  does  not  appear  to  offer  significant 


advantages  over  gentamicin  because  although 
it  is  somewhat  more  active  than  gentamicin, 
it  is  also  more  toxic.  Thus  it  is  doubtful  that 
this  agent  will  prove  to  be  a significant 
advance.  Some  of  the  other  agents  being  tested 
such  as  butirosin,  the  lividomycins,  and  ver- 
damicin,  appear  unlikely  to  be  marketed  as  of 
the  time  of  the  writing  of  this  article.  Nonethe- 
less it  is  quite  clear  that  the  next  several  years 
will  see  the  development,  testing,  and  market- 
ing of  a series  of  new  aminoglycoside  anti- 
biotics, some  of  which  may  have  significant 
advantages  over  those  currently  available.  □ 
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TABLE  2 


SUSCEPTIBILITY  OF  SELECTED  GRAM  NEGATIVE  BACILLI  TO  FIVE  AMINOGLYCOSIDE  ANTIBIOTICS 
MASSACHUSETTS  GENERAL  HOSPITAL,  1975* 


ORGA  NISM 

Isolates 
Tested ** 

Streptomycin 

Citrobacter  freundii 

250 

72 

Citrobacter  diversus 

90 

95 

E coli 

6198 

68 

Enterobacter  agglomerans 

85 

69 

Enterobacter  aerogenes 

452 

93 

Enterobacter  cloacae 

776 

76 

Herellea  vaginicola 

873 

53 

Klebsiella  pneumoniae 

2201 

81 

Mima  polymorpha 

63 

45 

Proteus  mirabilis 

1468 

89 

Proteus  morganii 

317 

74 

Proteus  rettgeri 

1 10 

50 

Proteus  vulgaris 

63 

80 

Pseudomonas  aeruginosa 

1723 

7 

Pseudomonas  maltophilia 

137 

15 

Providericia  stuartii 

82 

32 

Serratia  mercescens 

468 

67 

*Data  collected  in  collaboration  with  Dr.  L.  J.  Kunz. 
**Duplicates  from  same  patient  excluded  from  analysis. 
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% Susceptible  to 


Kanamycin 

Gentamicin 

Tobramycin 

Amikacin 

78 

88 

87 

97 

90 

98 

98 

96 

85 

98 

97 

97 

77 

94 

92 

96 

92 

97 

96 

97 

74 

85 

83 

99 

89 

74 

90 

77 

85 

92 

92 

99 

71 

76 

84 

85 

93 

99 

99 

99 

86 

98 

98 

97 

83 

73 

75 

98 

93 

95 

95 

100 

2 

91 

99 

93 

18 

41 

46 

35 

82 

58 

71 

93 

70 

77 

72 

95 
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CHANGING  TRENDS  IN  THERAPY  OF 
INFECTIONS  DUE  TO  ANAEROBIC  BACTERIA 


VICTOR  E.  DEL  BENE,  M.D.* 


For  years  our  surgical  and  OB/GYN  col- 
leagues have  been  telling  us  that  antimicrobial 
therapy  with  penicillin  and  streptomycin  com- 
bined with  adequate  surgical  intervention  has 
been  effective  in  controlling  infections  due  to 
anaerobic  bacteria.  Lately,  there  has  been  a 
resurgence  in  interest  in  the  use  of  B-lactam 
antibiotics  for  the  treatment  of  infections  due 
to  anaerobic  bacteria.  This  resurgence  in  inter- 
est is  based  on  the  demonstration  of  the  rela- 
tive susceptibility  of  anerobic  bacteria,  es- 
pecially Bacteroides  fragilis  to  the  penicillins.1 

PENICILLINS 

Recently,  Benner2  presented  119  patients 
with  pulmonary,  abdominal,  and  pelvic  infec- 
tions due  to  Bacteroides  species  treated  with 
40  million  units  of  penicillin  daily,  in  addition 
to  appropriate  adjunctive  surgery.  Serum  pen- 
icillin concentrations  of  150  to  400  fig/  ml 
were  obtained  and  good  results  were  reported 
in  all  but  one  patient.  Bartlett  and  Gorbach3 
presented  data  in  84  patients  with  anaerobic 
infection  of  the  lung  characterized  by  penu- 
monia  or  abscess  which  were  treated  either 
with  clindamycin  or  penicillin  and  were  able 
to  demonstrate  no  significant  differences  be- 
tween either  treatment  group  in  regard  to  mor- 
bidity or  mortality.  It  should  be  noted  that  in 
only  12  of  these  patients  was  the  anaerobic 
bacterium  Bacteroides  fragilis  demonstrated 
by  culture.  Meny,  Webb  and  Fiedelman4 
published  a series  of  48  patients  with  infec- 
tions due  to  anaerobic  bacteria  which  were 
treated  with  carbenicillin  and  appropriate 
surgical  drainage.  They  had  only  one  treat- 
ment failure,  an  aged  patient  who  had  multi- 
ple diseases.  In  this  study  13  patients  were 

*Department  of  Medicine.  Division  of  Infectious  Diseases, 
MUSC,  80  Barre  St.,  Charleston,  S.  C.  29401. 


demonstrated  to  have  infection  with  Bac- 
teroides fragilis.  Thus,  in  these  recent  studies 
showing  the  therapeutic  success  of  B-lactam 
antibiotics  in  infections  due  to  anaerobic  bac- 
teria only  a small  number  were  documented  to 
be  due  to  the  anaerobic  bacterium  which  is 
known  to  be  most  resistant  to  antimicrobial 
agents,  namely,  Bacteroides  fragilis 5.  In  ad- 
dition, adequate  medical  and/or  surgical 
drainage  was  an  important  part  of  the  treat- 
ment of  the  patients  in  each  of  these  studies. 

Sufficient  data  regarding  the  efficacy  of 
antimicrobial  treatment  alone  in  patients  with 
infections  due  to  anaerobic  bacteria  is  not 
available.  Animal  experiments  reported  by 
Louie  et.  al.6  shed  some  light  on  the  effective- 
ness of  B-lactam  antibiotics  in  experimental 
infections  due  to  anaerobes.  In  a rat  model 
infected  by  implantation  into  the  peritoneal 
cavity  of  a gelatin  capsule  filled  with  rat  feces, 
it  was  shown  that  if  untreated  43  percent  of 
these  animals  died  from  peritonitis  and  all  the 
survivors  developed  abscesses  within  seven 
days.  These  abscesses  yielded  a mixture  of 
E.  coli,  enterococci,  fusobacteria,  and  Bac- 
teroides fragilis.  When  similarly  infected  ani- 
mals were  treated  with  penicillin  in  doses 
adequate  to  produce  serum  levels  of  150  to 
225  fig/vc\\  92  percent  developed  abscesses  in 
which  Bacteroides  fragilis  organisms  were 
present  in  large  numbers.  When  infected  ani- 
mals were  treated  with  clindamycin  instead 
of  penicillin  only  28  percent  developed  intra- 
peritoneal  abscesses.  In  the  absence  of  surgical 
intervention  and  in  the  presence  of  the  patho- 
gen Bacteroides  fragilis  specific,  appropriate 
antimicrobial  therapy  became  the  critical 
factor. 

Further  evidence  of  the  importance  of  ap- 
propriate antimicrobial  therapy  in  infections 
due  to  anaerobic  bacteria  is  provided  by  the 
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study  of  Chow  and  Guze.7  In  their  study  of 
patients  with  Bacteroides  bacteremia  they 
found  a statistically  significant  difference  in 
mortality  when  appropriate  versus  inappropri- 
ate antimicrobial  therapy  was  administered. 
Further  analysis  of  their  data  revealed  that  in 
patients  who  had  no  underlying  diseases  there 
was  no  statistically  significant  difference 
whether  the  antimicrobial  therapy  was  appro- 
priate or  not.  When  patients  with  severe  un- 
derlying disease  were  evaluated  the  difference 
between  mortality  in  those  appropriately 
treated  with  antibiotics  and  those  inappropri- 
ately treated  was  again  clearly  demonstrated. 
Furthermore,  in  those  with  severe  underlying 
disease  the  significant  difference  in  mortality 
was  only  present  when  the  source  of  infecting 
bacteria  was  gastrointestinal.  Almost  90  per- 
cent with  a gastrointestinal  portal  of  entry  had 
Bacteroides  fragilis  isolated  from  their  blood. 
Thus,  it  appears  that  when  the  anaerobic 
pathogen  is  Bacteroides  fragilis  appropriate 
antimicrobial  therapy  is  paramount. 

Often  those  patients  with  serious  infection 
due  to  anaerobic  bacteria  seen  by  internists 
in  consultation  are  those  with  the  characteris- 
tics which  indicate  a poor  prognostic  outlook: 
(1)  those  with  underlying  disease,  (2)  no  clear 
surgical  approach  or  surgery  contraindicated, 
(3)  patients  in  which  the  usual  initial  anti- 
microbial therapy  has  failed  or  (4)  patients  in 
which  Bacteroides  fragilis  is  implicated  as  the 
primary  pathogen.  These  patients  frequently 
have  infections  associated  with  the  gastro- 
intestinal or  genital  tract.  In  these  circum- 
stances antimicrobial  therapy  must  be  specific 
for  the  relatively  resistant  Bacteroides  fragilis 
organism,  thus,  therapy  with  the  usual  B- 
lactam  antibiotics  is  precluded. 

Antimicrobial  agents  which  have  been 
shown  to  be  effective  against  Bacteroides 
fragilis  include  clindamycin,  chloramphenicol, 
metronidazole,  and  the  experimental  drug 
cefoxitin. 

CLINDAMYCIN 

Most  anaerobic  pathogens  are  inhibited 
by  6.25  yug/ml  or  less  of  clindamycin.  This 
antimicrobial  agent  is  the  7 chloro-derivative 
of  lincomycin  which  when  administered  in- 
travenously in  doses  of  300  to  600  mg  q8h 
results  in  serum  levels  of  7 to  10/xg/ml.  Al- 
though commonly  thought  to  be  bactericidal 


in  its  activity  there  is  strong  evidence  that  the 
concentration  needed  to  inhibit  Bacteroides 
fragilis  organisms  is  much  less  than  the  con- 
centration required  to  kill  these  organisms. 
Some  anaerobic  bacteria,  especially  Bac- 
teroides fragilis  of  the  subspecies  thetaiota- 
omacrin,  Fusobacterium  varium,  Fusobacter- 
ium  russi  and  most  strains  of  Clostridium 
ramosum  are  resistant  to  the  antimicrobial 
action  of  clindamycin. 

Although  in  vitro  activity  against  Bac- 
teroides fragilis  is  satisfactory,  colitis  which 
has  been  reported  to  be  associated  with  clin- 
damycin therapy  has  been  a deterrent  to  the 
use  of  this  antibiotic.  Tedesco,  et.  al.8  found  a 
10  percent  incidence  of  colitis  in  patients 
receiving  clindamycin  studied  in  a prospective 
fashion  in  the  southern  states.  A retrospective 
study  by  Ramirez-Ronda,  et.  al.9  reported  from 
Dallas,  Texas  estimated  the  incidence  of  this 
serious  complication  to  be  in  the  range  of  one 
in  5,000  to  10,000  treated  patients.  Kabins,  et. 
al.10  recently  reported  9 of  488  patients  treated 
with  clindamycin  who  developed  colitis.  About 
half  of  those  with  colitis  died.  Thus,  the  true 
incidence  of  serious  and  fatal  complications 
associated  with  clindamycin  therapy  is  not 
known  but  published  reports  indicate  this 
adverse  effect  can  be  found  in  up  to  10  percent 
of  treated  patients  in  episodic,  geographic 
occurrances  but  might  be  one  in  5,000  to  10,000 
overall. 

There  is  a large  literature  on  the  successful 
treatment  of  anaerobic  infections  with  clinda- 
mycin phosphate  and  it  is  clear  that  this  anti- 
microbial agent  should  be  considered  a pri- 
mary agent  in  serious  infections  due  to  Bac- 
teroides fragilis.  A few  instances  of  failure  to 
respond  to  clindamycin  therapy  have  been 
reported  and  in  these  instances  chloram- 
phenicol was  successfully  used  as  an  alterna- 
tive antibiotic. 

CHLORAMPHENICOLS 

Chloramphenicol  and  its  methylsulfoxide 
derivative  thiamphenicol  are  effective  in 
vitro  against  virtually  all  anaerobic  bacteria. 
There  is  no  evidence  of  resistance  of  these 
organisms  to  these  compounds  and  at- 
tempts in  the  laboratory  to  select  for  resis- 
tant organisms  have  been  unsuccessful. 
Most  anaerobic  bacteria  including  Bac- 
teroides fragilis  are  inhibited  by  6.25  g.g  of 
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chloramphenicol/ ml  and  many  reported 
cases  of  anaerobic  infections  have  been 
successfully  treated  with  chloramphenicol. 
Although  there  have  been  some  failures 
with  chloramphenicol  in  anaerobic  infec- 
tions, they  responded  to  clindamycin  phos- 
phate. The  adverse  reaction  of  aplastic 
anemia  which  has  been  well  documented 
with  chloramphenicol  has  been  conserva- 
tively estimated  to  occur  in  approximately 
1 in  40,000  patients  treated.  The  evidence 
that  the  incidence  of  aplastic  anemia  is 
less  in  patients  receiving  parenteral  chlor- 
amphenicol is  unconvincing.  Aplastic 
anemia  has  been  reported  when  chloram- 
phenicol was  administered  only  parenter- 
ally. 1 1 Thiamphenicol  which  has  been  used 
extensively  in  other  countries  is  reported 
not  to  cause  aplastic  anemia.  Some  in  vitro 
evidence  supports  this  difference  between 
chloramphenicol  and  thiamphenicol  since 
the  latter  fails  to  suppress  DNA  synthesis 
while  both  inhibit  iron  chelatase  II.12  Thus, 
it  would  be  expected  that  both  agents 
would  cause  dose  related  anemia  but 
thiamphenicol  would  be  free  from  the  seri- 
ous adverse  effect  of  aplastic  anemia,  but 
extrapolation  from  in  vitro  data  to  the  in 
vivo  situation  must  be  made  with  extreme 
caution  until  well  defined  clinical  data 
becomes  available. 

The  major  adverse  side  effect  of  chlor- 
amphenicol should  be  considered  when 
therapy  for  infections  due  to  anaerobic 
bacteria  is  contemplated  and  must  be 
weighed  against  the  incidence  of  clindamy- 
cin associated  colitis.  Chloramphenicol  is 
clearly  the  drug  of  choice  in  these  infec- 
tions when  clindamycin  allergy  is  known, 
when  clindamycin  fails  as  the  primary 
therapeutic  agent  and  in  patients  who  de- 
velop clindamycin  colitis.  In  addition, 
chloramphenicol  which  dependably  pene- 
trates the  blood-brain  barrier,  is  the  drug 
of  choice  in  central  nervous  system  infec- 
tions due  to  anaerobic  bacteria  when  the 
pathogens  are  not  clearly  defined  to  be 
sensitive  to  penicillin  or  when  the  patient 
is  allergic  to  penicillin.  The  decision  in  fa- 
vor of  the  use  of  chloramphenicol  is 
strengthened  when  judgement  indicates  a 
need  to  use  an  antimicrobial  agent  effec- 
tive against  facultative  gram-negative 
bacilli  such  as  E.  coli  and  Enterobacter 
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which  may  be  copathogens  with  anaerobic 
bacteria  in  abscesses. 

METRONIDAZOLE 

Metronidazole,  a nitroheterocyclic  com- 
pound akin  to  the  nitrofurans,  has  recently 
been  shown  to  be  a very  effective  bacteri- 
cidal compound  against  anaerobic  bacteria. 
This  compound  interferes  with  the  phos- 
phoroclastic  pathway  of  energy  production 
in  these  bacteria.  Metronidazole  intercepts 
electrons  from  this  system  and  becomes 
reduced  to  hydroxylamine  metronidazole 
which  blocks  RNA  and  DNA  polymerase 
priming  and  stops  nucleic  acid  synthesis.13 
One  requirement  for  the  bactericidal  effect 
of  metronidazole  is  that  the  organism  be  a 
strict  anaerobe  since  microaerophilic  or 
C02  requiring  anaerobic  gram  positive 
cocci  and  nonspore-forming  gram  positive 
rods  show  a widely  varying  and  unpredic- 
table susceptibility  to  metronidazole. 

When  metronidazole  is  administered 
orally  in  a 1 gram  dose  4 times  a day  a ser- 
um level  of  45  to  70  /xg/ml  is  obtained.  In 
one  study  in  which  600  mg  of  metronida- 
zole was  given  intravenously  every  8 hrs 
the  serum  level  of  35  /^g  /ml  was  obtained 
in  1 hour,  40  ,ug/ml  in  4 hours  and  24  / 

ml  in  8 hours.  In  vitro  studies  by  Nastro  and 
Finegold14  showed  that  all  of  54  strains  of 
Bacteroides  fragilis  tested  were  killed  by 
6.25  yug./ml  of  metronidazole  and  recent 
studies  by  Bush,  et.  al.15  reported  a syner- 
gistic effect  between  clindamycin  or  ery- 
thromycin and  metronidazole  against 
Bacteroides  fragilis  organisms.  In  a study 
of  5 patients  Tally,  et.  al.16  reported  thera- 
peutic success  in  4.  One  patient,  treated  by 
Mitre,  et.  al.17  with  thrombophlebitis  of  the 
internal  jugular  vein  due  to  Bacteroides 
fragilis  was  successfully  treated  with  this 
antibiotic.  Willis,  et.  al.18  used  metronidazole 
as  a prophylactic  antibiotic  in  202  gyne- 
cologic patients  undergoing  either  hyster- 
ectomy or  vaginal  repair.  Whereas  19  of 
83  of  the  patients  who  did  not  receive 
metronidazole  developed  infection,  only 
1 of  99  patients  treated  with  metronida- 
zole became  infected.  A decrease  in  the 
vaginal  nonclostridial  anaerobes  was 
demonstrated  in  those  treated  with  metro- 
nidazole, and  was  thought  the  underlying 
reason  for  the  lower  incidence  of  infection 
in  these  patients. 
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In  the  future  metronidazole  may  be  an 
effective  agent  for  consideration  in  serious 
anaerobic  infections,  perhaps  combined 
with  clindamycin  or  erythromycin.  Pa- 
tients infected  with  Bacteroides  fragilis 
from  a genital  or  GI  source  or  patients 
with  Bacteroides  fragilis  endocarditis  or 
osteomyelitis  may  be  especially  suitable 
for  therapy  with  the  bactericidal  agent 
metronidazole.  At  the  present  time,  how- 
ever, metronidazole  is  not  approved  for 
treatment  of  infections  due  to  anaerobes 
and  a parental  form  of  the  drug  is  not 
available. 

CEFOXITIN 

One  B-lactam  antibiotic,  cefoxitin,  which 
is  in  clinical  trials  may  be  useful  in  the 
treatment  of  patients  with  infection  due  to 
Bacteroides  fragilis.  This  antimicrobial 
agent  has  an  alpha-methoxy  substitution 
on  the  B-lactam  ring  which  appears  to  be 
responsible  for  resistance  to  hydrolysis  by 
B-lactamase.  It  is  less  effective  against 

gram  positive  bacteria  as  compared  to 
other  cephalosporins  but  has  good  activity 
against  gram  negative  facultative  bacilli 
and  is  bactericidal  for  Bacteroides  fragilis 
at  concentrations  between  10  to  30  jag /ml. 
One  gram  intravenous  doses  of  this  anti- 
biotic will  produce  mean  peak  serum  levels 
of  approximately  100  yag/ml.  Cefoxitin 
is  currently  in  clinical  trials  and,  provided 
that  renal  toxicity  is  not  prohibitive,  might 
be  approved  for  use  in  infections  due  to 
Bacteroides  fragilis. 

In  conclusion,  penicillin  still  remains 
the  most  useful  antibiotic  in  infections  due 
to  anaerobic  bacteria  when  Bacteroides 
fragilis  is  not  the  leading  or  only  pathogen 
and  when  drainage  is  used  as  the  primary 
therapy.  In  serious  infections  due  to 
anaerobic  bacteria  especially  where 
Bacteroides  fragilis  is  proven  or  suspected 
to  be  the  primary  pathogen  (such  as  infec- 
tions adjacent  to  the  GYN  and  GI  tract) 
clindamycin  or  chloramphenicol  would  be 
the  drug  of  choice  depending  on  the  cir- 
cumstances. Chloramphenicol  is  primarily 
useful  in  place  of  clindamycin  when  facul- 
tative gram  negative  bacilli  ar.e  involved 
as  copathogens  with  Bacteroides  fragilis 
or  for  central  nervous  system  infection  due 


to  Bacteroides  fragilis.  Usually,  during  the 
initial  stages  of  evaluation  of  an  anaerobic 
or  mixed  infection  the  specific  pathogens  are 
not  known,  a rational  antibiotic  regimen  in 
these  circumstances  would  be  penicillin  and 
chloramphenicol.  □ 
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TRIMETHOPRIM-SULFAMETHOXZOLE: 

A RATIONAL  ANTIBIOTIC  COMBINATION 
WITH  MANY  POTENTIAL  INDICATIONS 


JOSEPH  F.  JOHN,  JR.,  MAJ.,  M.C.* 


Combination  antimicrobial  chemotherapy 
has  been  employed  for  over  40  years.  Re- 
searchers and  clinicians  alike  have  constantly 
attempted  to  develop  two  or  more  anti- 
microbials which  in  combination  will  demon- 
strate in  vitro  and  in  vivo  efficacy.  Levin  and 
Harris  have  recently  reviewed  these  attempts 
and  summarize  the  experience  with  systemic 
combination  chemotherapy. 

Hitchings  and  associates  have  developed  an 
effective  broad-spectrum  combination  anti- 
microbial using  trimethoprim  (TMP)  and  sul- 
famethoxazole (SMX).  TMP,  a diamino- 
pyrimidines,  inhibits  folate  metabolism 
specifically  by  binding  to  dihydrofolate  reduc- 
tase, thereby  supressing  production  of  tetra- 
hydrofolate  from  dihydrofolate,  this  being  a 
necessary  step  in  DNA  and  amino  acid  syn- 
thesis. TMP’s  affinity  for  the  bacterial  reduc- 
tases is  at  least  ten-thousand  fold  greater  than 
for  the  reductases  of  mammalian  systems. 
Sulfonamides  compete  for  para-aminobenzoic 
acid  which  is  normally  converted  into  dihydro- 
folate, thereby  decreasing  the  dihydrofolate 
pool  at  a step  prior  to  that  inhibited  by  TMP. 
Note  that  dihydrofolate  is  an  essential  metab- 
olite in  man,  but  it  must  be  synthesized  de 
novo  in  the  microbial  cell.  Sulfonamides,  there- 
fore, are  not  antifolates  for  man. 

The  theoretical  rationale  for  clinically 
applying  a TMP-SMX  combination  has  in- 
cluded (1)  suppression  of  emerging  resistant 
organisms,  (2)  reduction  of  the  minimum  in- 
hibitory concentrations  (MIC)  for  various  or- 
ganisms, and  (3)  production  of  an  increased 
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bactericidal  capacity.  Of  these,  the  most 
readily  demonstrable  is  a reduction  of  the  MIC 
compared  to  the  MIC  of  the  agents  when  used 
alone.  For  example,  if  the  MIC  for  a Klebsiella 
organism  is  24.5  ug/m  for  SMX  and  0.5  ug/ml 
for  TMP  when  the  agents  are  tested  separ- 
ately, the  combination  of  one  part  TMP  with 
20  parts  SMX  lowers  the  MIC’s  to  2.85  ug/m 
for  SMX  and  to  0.15  ug/ml  for  TMP.  This  is 
an  example  of  in  vitro  antibiotic  synergy, 
since  the  total  effects  of  the  combination  are 
greater  than  the  anticipated  additive  effects 
of  each.  In  vitro  synergy  can  be  shown  for 
TMP-SMX  against  many  bacteria  and  some 
fungi.  This  observation  has  lead  to  clinical 
trials  in  Europe  and  in  this  country  for  diverse 
disease  states.  Cotrimoxazole  (TMP-SMX) 
is  currently  licensed  in  this  country  for  use  in 
chronic  urinary  tract  infection  (UTI).  It  has 
proven  effective  in  chronic  UTI,  chronic  re- 
lapses of  UTI,  and  for  long  term  use  as  a “pre- 
ventative” or  “sterilizing”  antibiotic  against 
chronic  UTI.  Cotrimoxazole  is  highly  active 
against  commonly  isolated  urinary  pathogens 
with  the  conspicuous  exception  of  Pseudo- 
monas aeruginosa. 

With  the  exceptions  of  Ps.  aeruginosa  and 
Mycobacterium  tuberculosis,  cotrimoxazole 
has  a very  broad  spectrum  of  antibacterial 
activity.  It  should  not  be  considered  as  an 
effective  agent  against  anaerobic  organisms. 
It  attains  good  levels  in  blood  and  other  organs. 
For  these  reasons,  the  practicing  physician 
should  be  aware  of  the  diseases  for  which 
cotrimoxazole  may  be  a reasonable  alternative. 

Trials  of  cotrimoxazole  therapy  for  a num- 
ber of  common  and  uncommon  conditions 
have  been  completed.  The  findings  are  sum- 
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marized  in  the  accompanying  table.  I have  suc- 
cessfully treated  a young  airman  with  pul- 
monary meliodosis,  and  another  young  man 
with  chronic  lymphocytic  leukemia  and  sup- 
purative lung  abscess  caused  by  Klebsiella 
and  Candida  albicans  with  cotrimoxazole.  It 
is  evident  from  the  table  that  the  list  of 
approved  indications  for  cotrimoxazole  may 
eventually  be  extended. 

I.  PROVEN  TO  BE  EFFECTIVE  IN  CLIN- 
ICAL TRIALS 

urinary  tract  infections  including  bacterial 
prostatitis 

chronic  bronchitis  (treatment  and  preven- 
tion of  exacerbation) 

acute  ear,  nose,  and  throat  infection  in- 
cluding otitis  media 
streptococcal  pharyngitis 
pneumonia  due  to  H.  influenzae  and  S. 
pneumoniae 

typhoid  fever  and  Salmonella  carrier 
states 

Shigella  gastroenteritis 
falciparum  malaria 
acute  brucellosis 

II.  POSSIBLY  EFFECTIVE  (FURTHER  IN- 
FORMATION IS  NEEDED) 

sinusitis 

gonococcal  infections 

endocarditis  due  to  S.  viridans  and  Ps. 

cepacia 

nocardiosis 

meliodosis 

plague 

brain  abscess 

cholera 

III.  INEFFECTIVE  (BASED  ON  STUDIES 
TO  DA  TE) 

toxoplasmosis 

chloroquine-resistant  malaria 
N.  meningitidis  carrier  states 
infections  due  to  Pseudomonas  aerugi- 
nosa, Candida,  and  anaerobic  bacteria 

Commercially  available,  cotrimoxazole  cap- 
sules contain  400  mg  SMX  and  80  mg  TMP. 
The  combination  is  rapidly  absorbed  in  the 
gastrointestinal  tract.  Both  drugs,  each  unaf- 
fected by  the  other,  follow  first  order  phar- 
macokinetics. TMP  reaches  peak  serum  levels 
at  3.4  hours  and  SMX  at  2.1  hours.  The  mean 
half-life  of  TMP  and  SMX  in  blood  is  14.5 
and  11  hours  respectively.  Both  TMP  and  SMX 


are  excreted  primarily  by  the  kidney.  In  pa- 
tients with  severe  renal  failure,  reduction  in 
dosage  with  a 12-hour  interval  between  doses 
has  been  recommended.  TMP-SMX  is  well 
distributed  into  most  tissues.  TMP  follows  a 
pH  gradient  with  an  increase  of  ionized  drug 
available  at  lower  pH’s.  In  certain  lower  pH 
tissue,  like  the  prostate,  TMP  may  achieve 
concentrations  greater  than  in  serum. 

Cotrimoxazole  is  well  tolerated  by  most  pa- 
tients. Adverse  reactions  consist  mostly  of 
skin  eruptions  resembling  sulfonamide  sensi- 
tivity. Hematological  reactions,  interestingly, 
also  resemble  those  described  with  sulfona- 
mide. Those  hematological  reactions  secondary 
to  the  antifolate  activity  of  TMP  appear  to 
occur  infrequently  and  are  manifested  pri- 
marily in  patients  with  an  already  comprom- 
ised folate  status.  Long  term  cotrimoxazole 
therapy  does  not  appear  to  increase  the  risk 
of  untoward  reactions.  In  fact,  patients  with 
chronic  UTI  have  been  treated  with  cotrimoxa- 
zole for  as  long  as  five  years.  n 
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THE  PENICILLINS  AND  CEPHALOSPORINS: 
CURRENT  PERSPECTIVES 


CHARLES  S.  BRYAN,  M.D.,  FACP* 


Relative  lack  of  toxicity  and  proven  effec- 
tiveness against  a wide  range  of  pathogens 
make  the  penicillins  and  cephalosporins  the 
most  widely  prescribed  of  available  antibiotics. 
Their  collective  designation  as  “the  beta-lac- 
tam  antibiotics”  serves  to  emphasize  two 
features:  (1)  the  common  structural  possession 
of  a beta-lactam  ring,  and  (2)  the  common  sus- 
ceptibility to  inactivation  by  a family  of  bac- 
teria-produced  enzymes  known  as  beta-lac- 
tamases  (or  “penicillinases”  and  “cephalo- 
sporinases”).  No  fewer  than  23,000  penicillin 
congeners  and  7,000  cephalosporin  congeners 
have  been  prepared  in  the  laboratory  to  date, 
in  the  continued  search  for  better  drugs.  The 
purpose  of  this  review  is  to  place  the  available 
penicillins  and  cephalosporins  in  perspective. 
THE  PENICILLINS 

Although  the  basic  pharmacology  of  penicil- 
lin G is  known  to  all  physicians,  several  con- 
siderations deserve  emphasis.  These  are  sum- 
marized in  Figure  1,  in  which  penicillin  G con- 
centration (in  /xg/ml)  is  shown  on  a logarith- 
mic scale.  The  upper  range  of  minimum  in- 
hibitory concentration  (MIC)  values  for  se- 
lected pathogens  is  shown  to  the  right  of  the 
scale;  representative  serum  levels  achieved 
with  various  doses  and  routes  of  administra- 
tion are  shown  to  the  left  of  the  scale.  From 
study  of  Figure  1,  several  facts  become  evident: 
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1.  The  terms  “sensitive”  and  “resistant” 
have  little  meaning  unless  the  MIC  values  for 
the  pathogen  and  achievable  serum  (or  other 
body  fluid)  levels  of  the  antibiotic  are  taken 
into  account.  For  this  reason,  the  preparation, 
dose,  and  route  of  administration  for  peni- 
cillin G therapy  are  all  dependent  upon  the 
purpose  for  which  the  drug  is  being  used. 

2.  One  cannot  improve  on  the  results  of 
600,000  units  of  procaine  penicillin  G given 
intramuscularly  every  12  hours  for  uncompli- 
cated pneumococcal  pneumonia.  Larger 
doses  only  promote  colonization  by  additional 
pathogens. 

3.  Similarly,  it  is  difficult  to  improve  on  the 
results  of  1.2  million  units  of  benzathine  peni- 
cillin G intramuscularly  for  therapy  of  beta- 
hemolvtic  streptococcal  pharyngitis  or  pro- 
phylaxis against  acute  rheumatic  fever. 

4.  “Low  dose”  penicillin  G therapy  suffices 
for  most  anaerobic  infections  above  the  dia- 
phragm, in  which  Bacteroides  fragilis  is  un- 
likely to  be  the  major  pathogen. 

5.  Certain  infections,  such  as  meningitis, 
endocarditis,  and  enterococcal  infections,  or 
conditions  in  which  tissue  penetration  is  con- 
sidered to  be  poor,  require  “massive”  doses  of 
penicillin  G (sufficient  to  give  a serum  level  of 
approximately  20/^g/ml). 

6.  Extremely  high  serum  concentrations  of 
penicillin  G may  cause  neurotoxicity,  which  is 
manifested  by  myoclonus,  seizures,  coma,  and 


266 


The  Journal  of  the  South  Carolina  Medical  Association 


CURRENT  PERSPECTIVES 


death.  The  clinical  diagnosis  of  penicillin  G 
neurotoxicity  may  be  difficult  to  establish, 
especially  since  the  same  manifestations  may 
be  caused  by  uremia  (which  is  present  in  the 
majority  of  these  instances)  or  by  the  condi- 
tion for  which  penicillin  is  being  used  (such  as 
meningitis  or  brain  abscess).  The  dose  of 
penicillin  should  be  markedly  reduced  in  pa- 
tients with  severe  renal  failure  in  situations 
calling  for  “massive”  doses;  for  instance,  pa- 
tients on  hemodialysis  who  have  no  renal  func- 
tion require  only  about  one-eighth  as  much 
penicillin  G as  those  with  normal  kidneys.1 

The  significant  modifications  of  the  peni- 
cillin structure,  made  possible  by  side-chain 
substitutions  on  the  basic  nucleus  (6-amino- 
penicillanic  acid),  are  summarized  in  Figure 
2.  First,  the  acid-stable  penicillins  (such  as 
phenoxymethyl  penicillin)  made  oral  penicil- 
lin therapy  effective  and  convenient  for  many 
conditions.  It  should  be  remembered,  however, 
that  these  preparations  are  only  about  one- 
tenth  as  active  as  penicillin  G against  many 
common  pathogens.  It  is  for  this  reason  that 
oral  penicillin  therapy  is  not  effective  treat- 
ment for  gonorrhea. 

The  penicillinase-resistant,  “antistaphylo- 
coccal”  penicillins  answered  the  emergence  of 
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Figure  1.  Representative  penicillin  G serum  concentra- 
tions (left)  are  shown  in  relation  to  inhibitory  concentra- 
tions for  selected  pathogens  (right).  1 ;xg  of  penicillin  G = 
1.6  units.  (From  (1),  reprinted  with  permission  of  Annals 
of  Internal  Medicine). 


widespread  staphylococcal  resistance  to  peni- 
cillin G.  All  coagulase-positive  staphylococci, 
whether  acquired  in  the  hospital  or  in  the 
community,  should  now  be  assumed  to  be  re- 
sistant to  penicillin  G until  proven  otherwise. 
Therapy  should  therefore  be  initiated  with  one 
of  the  penicillinase-resistant  congeners.  The 
specter  of  resistance  to  the  “antistaphylo- 
coccal”  penicillins  has  become  reality  in  a 
number  of  instances  around  the  world,  but  has 
yet  to  be  a major  problem  in  this  country. 

The  relative  merits  of  methicillin  versus 
nafcillin  and  the  isoxazolyl  penicillins  for  par- 
enteral therapy  of  serious  staphylococcal  in- 
fections have  been  the  subject  of  much  con- 
troversy. The  arguments  can  be  summarized 
as  follows:  (1)  methicillin  is  less  protein  bound 
and  has  enjoyed  wider  usage,  and  thus  has  had 
more  “proven  efficacy”;  (2)  nafcillin  and  the 
isoxazolyl  penicillins  are  more  active  than 
methicillin  on  a weight  basis,  and  in  contrast 
to  methicillin  seldom  cause  interstitial  nephri- 
tis. Sufficient  clinical  experience  has  now  ac- 
cumulated with  the  newer  agents,  particularly 
nafcillin,2- 3 to  recommend  them  for  nearly 
all  situations  in  place  of  methicillin.  since  the 
rate  of  adverse  reactions  seems  lower.  How- 
ever. a recent  report  of  nafcillin-related  ag- 
ranulocytosis serves  as  a reminder  that  the 
issue  of  safety  versus  efficacy  for  all  antibio- 
tics must  be  one  for  continued  review. 

Although  penicillinase-resistant  penicillin 
congeners  for  oral  administration  are  available, 
these  are  poorly  abosrbed  in  the  presence  of 
food.  Serum  levels  may  be  unpredictable. 
These  agents  should  therefore  be  avoided  in 
life-threatening  staphylococcal  infections. 
They  have  been  employed  effectively  in  other 
situations,  such  as  the  long-term  therapy  of 
staphylococcal  osteomyelitis,  but  only  with 
strict  attention  to  the  timing  of  dosing  in  rela- 
tion to  meals,  and  often  with  the  addition  of 
probenecid  to  delay  their  renal  excretion. 

Ampicillin.  which  is  acid-resistant  but  not 
penicillinase-resistant,  extended  the  spectrum 
of  penicillin  usefulness  to  include  the  therapy 
of  many  gram  negative  rod  infections.  Here, 
it  is  useful  to  remember  that  the  mechanism 
of  action  of  all  beta-lactam  antibiotics  is  the 
same  and  is  independent  of  the  gram-staining 
reaction  of  the  microorganism.  The  drug 
impairs  mucopeptide  synthesis  in  the  bacterial 
cell  wall,  causing  the  cell  to  rupture  by  the 
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force  of  its  own  internal  osmotic  pressure 
(osmotic  lysis).  Gram-negative  rods  have 
been  in  general  “less  susceptible”  to  beta- 
lactam  antibiotics  than  have  been  gram- 
positive cocci  because  (1)  the  mucopeptide 
layer  is  a less  important  component  of  their 
cell  walls  (less  than  10  percent,  compared  to 
over  60  percent  for  many  gram-positive  cocci), 
and  (2)  their  internal  osmotic  pressures  are 
lower  (5  to  10  times  atmospheric  pressure, 
compared  to  20  to  30  times  atmospheric  pres- 
sure for  gram-positive  cocci),  making  them  less 
vulnerable  to  osmotic  lysis.  Actually,  the  ac- 
tivity of  penicillin  G at  very  high  doses  is  sim- 
ilar to  that  of  ampicillin  against  gram-negative 
rods;  ampicillin  is  simply  more  effective  on  a 
weight  basis. 

Hydroxylation  of  the  benzyl  side  chain  of 
ampicillin  resulted  in  amoxicillin,  which  has 
the  major  advantage  of  better  absorption  after 
oral  administration.  Now  available  for  clinical 
use,  amoxicillin  should  probably  replace  ampi- 
cillin for  therapy  of  serious  infections  outside 
the  urinary  tract  when  oral  therapy  is  in- 
dicated. The  one  exception  is  shigellosis. 
Amoxicillin  may  be  especially  useful  in  otitis 
media,  purulent  sinusitis,  bronchitis,  pneu- 
monia, and  gonorrhea,  and  may  have  a limited 
role  for  extended  oral  therapy  (following  intra- 
venous ampicillin  therapy)  of  other  infections 
such  as  cholecystitis  and  endocarditis.  The 
use  of  amoxicillin  in  uncomplicated  urinary 
tract  infections  is  unnecessary,  since  orally- 
administered  ampicillin  provides  high  urine 
concentrations  even  in  the  absence  of  high 
serum  levels.4 

Carbeniciilin  further  extended  the  useful- 
ness of  the  penicillins  to  include  infections  due 
to  Pseudomonas  aeruginosa.  Additional  use- 
fulness of  carbeniciilin  includes  infections  due 
to  indole-positive  strains  of  Proteus,  Entero- 
bacter,  and  Serratia.  The  intrinsic  ability  of 
carbeniciilin  to  impair  mucopeptide  synthesis 
of  bacterial  cell  walls  appears  to  be  similar 
to  that  of  ampicillin;  the  greater  activity  of 
carbeniciilin  against  some  gram-negative  rods 
is  probably  due  to  its  superior  ability  to  pene- 
trate the  outer  layers  of  the  bacterial  cell 
wall.5  Carbeniciilin  may  be  life-saving  in  pa- 
tients with  Pseudomonas  infections  and  com- 
promised host  defenses.  However,  several  as- 
pects of  carbeniciilin  therapy  need  emphasis: 

1.  Carbeniciilin  should  be  used  sparingly. 


because  Pseudomonas  strains  readily  acquire 
resistance.  Such  resistance  deprives  patients 
who  are  in  great  need  of  this  antibiotic  — such 
as  granulocytopenic  patients,  in  whom  car- 
beniciilin may  show  a seemingly  unique  ability 
to  “sterilize”  Pseudomonas  abscesses  — of  its 
potential  usefulness. 

2.  In  serious  Pseudomonas  infections,  most 
authorities  recommend  the  use  of  gentamicin 
or  tobramycin  in  combination  with  carbeni- 
cillin.  Such  a combination  may  provide  in  vitro 
synergism  against  the  majority  of  Pseudo- 
monas strains.6  The  in  vivo  significance  of  such 
synergism  remains  unclear. 

3.  Although  carbeniciilin  in  high  dosage 
provides  coverage  against  the  majority  of 
anaerobic  pathogens  including  Bacteroides 
fragdis  strains,  carbeniciilin  should  not  be  con- 
sidered to  be  a primary  drug  for  this  purpose. 

4.  An  oral  form  of  carbeniciilin  (carbenicii- 
lin indanyl  sodium)  is  available.  This  prepara- 
tion should  be  used  only  for  urinary  tract  in- 
fections due  to  selected  pathogens.  The  serum 
levels  achieved  with  oral  carbeniciilin  indanyl 
sodium  are  only  about  10  /xg/ml,  which  are 
inadequate  for  systemic  infections.  It  has  been 
feared  by  many  authorities  that  wide  use  of 
this  preparation  would  tend  to  promote  the 
emergence  of  resistant  Pseudomonas  strains.7 

5.  The  desired  serum  levels  of  carbeniciilin 
for  therapy  of  systemic  infections  are  high, 
since  the  upper  range  of  MIC  values  is  approx- 
imately 100  ^g/ml  for  Pseudomonas  strains 
(25-50  i^g/ml  for  other  pathogens).  Therefore, 
relatively  large  amounts  of  carbeniciilin  are 
necessary  for  systemic  infections. 

6.  Carbeniciilin  has  significant  dose-related 
toxicity.  Although  its  neurotoxicity  is  probably 
less  than  that  of  penicillin  G,  coma  and  death 
have  occurred,  especially  in  patients  with  renal 
failure.  The  daily  dose  of  carbeniciilin  neces- 
sary for  therapy  can  be  estimated  from  the 
formula,  dose  (mg)  = desired  serum  concentra- 
tion ( /xg/  ml ) X (15  + endogenous  creatinine 
clearance  in  ml/ min).8  Other  dose-related 
complications  include  sodium  overload  (4.7 
mEq  of  sodium  per  gram  of  carbeniciilin), 
hypokalemic  alkalosis,  bleeding  diathesis  due 
to  platelet  dysfunction,  granulocytopenia,  and 
hepatotoxicity.  The  latter  may  be  partly 
immunologic. 

The  significant  dose-related  toxicity  of  car- 
bencillin  has  led  to  a search  for  similar  con- 
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geners  which  might  be  more  active  on  a 
weight  basis.  One  of  these,  ticarcillin,  has  un- 
dergone extensive  trials  and  may  be  released 
for  clinical  use  in  the  near  future. 

THE  CEPHALOSPORINS 

The  isolation  of  Cephalosporium  acre- 
monium  from  the  Mediterranean  Sea  near  a 
sewage  outlet,  in  1945,  began  the  history  of  a 
second  family  of  beta-lactam  antibiotics  which 
today  enjoy  huge  commercial  success.  The 
basis  for  this  success  is  not  entirely  clear.  Thus, 
the  Medical  Letter  (January  30,  1976),  in  list- 
ing the  drugs  of  choice  against  the  major  bac- 
terial pathogens,  did  not  recommend  a 
cephalosporin  as  the  drug  of  first  choice  in  a 
single  instance  (by  contrast,  a penicillin  was 
listed  as  the  drug  of  first  choice  for  25  patho- 
gens). 

The  popularity  of  the  cephalosporins  is 
probably  due  in  large  measure  to  their  versa- 
tility. In  a single  agent  (for  example,  cephalo- 
thin),  much  of  the  efficacy  of  penicillin  G,  the 
antistaphylococcal  penicillins,  and  ampicillin 
is  combined.  This  explains  the  popularity  of 
cephalosporins  for  initial  “broad  spectrum” 
therapy  in  many  situations,  after  cultures  have 
been  obtained,  and  also  for  “prophylactic” 


or  “preventive”  antibiotic  usage.  Cephalo- 
sporins are  useful  in  Klebsiella  infections, 
and  in  many  hospitals  are  active  against  a 
higher  percentage  of  E.  coli  strains  than  is 
ampicillin.  It  should  be  remembered  that  in 
several  important  settings  — notably,  entero- 
coccal  infections  and  bacterial  meningitis, 
cephalosporins  are  unreliable. 

Modification  of  the  basic  cephalosporin 
nucleus  (7-amino-cephalanosporanic  acid) 
has  led  to  the  synthesis  of  a large  number  of 
congeners  of  which  many  are  now  available  for 
clinical  use.  Others  are  undergoing  laboratory 
and  clinical  investigation.9  10  It  seems  un- 
likely that  the  “perfect”  cephalosporin  will 
ever  be  synthesized;  in  evaluating  these  agents, 
the  physician  must  consider  many  aspects  of 
their  pharmacology.  These  include:  (1)  spec- 
trum of  activity;  (2)  susceptibility  to  beta- 
lactamases  produced  by  gram-positive  and 
gram-negative  bacteria;  (3)  achievable  con- 
centrations in  serum,  body  fluids,  and  tissues; 
(4)  serum  protein  binding;  (5)  volume  of  dis- 
tribution; (6)  elimination  kinetics  in  patients 
with  normal  and  impaired  renal  function;  (7) 
incidence  of  phlebitis;  (8)  pain  on  intramus- 
cular injection;  (9)  incidence  of  nephrotoxicity 


ACID-RESISTANT  PENICILLINS 


phenoxymethyl  penicillin 
phenoxyethyl  penicillin 


PENICILLINASE-RESISTANT, 

"ANTISTAPHYLOCOCCAL" 

PENICILLINS 


methici 11  in 
nafci 11  in 
oxaci 1 1 i n 
cl  oxacillin 
dicloxacillin 


ANTIPSEUDOMONAL  PENICILLINS 

carbenici 11  in 
ticarcillin 


EXTENDED  SPECTRUM  PENICILLINS 

ampi ci 11 i n 
amoxi ci 11 i n 


Figure  2.  Major  modifications  of  the  penicillin  molecule 
which  have  extended  the  usefulness  of  penicillin  G. 
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in  man,  both  alone  and  in  combination  with 
other  agents;  (10)  other  toxic  effects;  (II)  inci- 
dence of  hypersensitivity  phenomena;  (12)  ac- 
cumulated clinical  experience;  (13)  approved 
indications  for  use;  and  (14)  cost.  None  of  the 
currently-available  congeners  seems  clearly 
superior  to  the  prototype  drug,  cephalothin. 

Relative  susceptibility  to  beta-lactamases 
may  prove  to  be  the  most  important  property 
for  comparison  of  cephalosporins.10  Thus, 
failure  of  cefazolin  to  eradicate  serious  staph- 
ylococcal infections  in  some  instances  may 
reflect  its  greater  susceptibility  to  staphylococ- 
cal beta-lactamase,  compared  to  cephalothin. 
Three  experimental  agents  — cefoxitin, 
cefamandole,  and  cefatrizine  — are  realtively 
resistant  to  beta-lactamases  produced  by 
gram-negative  bacteria.  Cefoxitin  may  also  be 
active  against  important  anaerobic  pathogens, 
as  noted  elsewhere  in  this  symposium.  It  is 
argued  that  the  marketing  of  these  newer 
agents  may  render  the  usefulness  of  a single 
“class  disk”  for  determining  bacterial  suscep- 
tibilities to  the  cephalosporins  obsolete.  It 
seems  likely  that  these  developments  will  add 
to  the  potential  for  confusion  in  choosing  a 
cephalosporin  derivative,  but  they  will  also  be 
of  benefit  to  selected  patients.  □ 
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TO  MY  FELLOW  PHYSICIANS: 

First,  Mary  Elizabeth  joins  me  in  our  deep  sincere  appreciation  to  all  of  you  for  your  many 
expressions  of  love  and  sympathy.  John,  our  only  son,  my  namesake  and  heir,  a twenty  year  old 
rising  senior  at  the  University  of  South  Carolina  died  as  a passenger  in  an  automobile  accident 
early  on  the  very  morning  of  the  day  I was  to  assume  the  office  of  your  President,  May  5,  1976. 

Now,  to  get  on  with  the  duties  of  this  office  and  the  affairs  of  the  Association. 

Professional  Liability  Insurance  — our  most  urgent  and  most  important  item  of  business.  By 
the  time  this  is  read  the  General  Assembly  will  have  adjourned  for  this  year.  Legislative  activity 
for  the  people  of  South  Carolina  in  our  area  of  concern  with  the  7 “MIIRA  bills”  may  now  be  as- 
sessed. Whatever  may  have  been  accomplished  is  only  the  beginning  of  several  years  of  effort  in 
legislative  reform  to  partially  resolve  our  liability  problem.  We  shall  continue  also  to  investigate 
and  work  on  other  methods  for  relief.  In  May  I attended  an  AMA  sponsored  conference  on  Phy- 
sician-Owned Insurance  Companies.  Many  states  have  gone  this  route  and  each  company  is  or- 
ganized slightly  differently  depending  on  their  code  of  law's  and  rules  and  regulations  of  their 
respective  insurance  commissions.  I have  recommended  to  Council  that  an  ad  hoc  committee  be 
appointed  to  study  the  feasibility  of  such  in  our  State. 

Influenza  Vaccination  Program  — as  of  this  writing  the  target  date  for  implementation  is 
August  15,  1976.  SCMA  has  endorsed  the  program,  co-sponsoring  its  implementation  with  the 
Department  of  Health  and  Environmental  Control,  pledged  support  at  the  State  level  and  will 
encourage  support  at  the  local  level.  By  now  informative  and  educational  literature  should  have 
been  received  by  you.  Participate  in  this  program  and  urge  your  patients  to  take  advantage  of 
this  preventive  measure. 

Committees  of  S.C.M.A.  — these  have  been  appointed  and  I encourage  each  member  to  accept 
the  Committee  charges  and  actively  participate  in  their  deliberations  and  contribute  to  conclu- 
sions on  affairs  of  business. 

Medicare- Medicaid  Reimbursement  — the  solution  to  our  problem  of  reimbursement  on  geo- 
graphical areas  hopefully  will  be  resolved  in  the  near  future.  Solution  has  been  impossible  at  the 
State  and  Regional  levels  and  now  our  efforts  are  being  directed  to  Secretary  David  Mathews 
and  the  Department  of  Health,  Education  and  Welfare.  A delegation  from  S.C.M.A.  along  with 
our  congressional  delegation  has  a meeting  with  Secretary  Mathews  June  21. 

I see  an  increasing  volume  and  complexity  of  the  business  and  affairs  of  our  Association  and 
as  I pledge  my  efforts  in  your  behalf  I call  for  and  seek  your  efforts  in  our  behalf. 
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Sincerely  yours, 

J.  D.  Gilland,  M.D. 
President 
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Nebcin- 

tobramycin  sulfate 


Eln  treating  serious  gram-negative  infections . . . 

fifectiveness 
and  safety  are  of 
equal  importance 


When  prescribing  antibiotics  for  patients  with  serious  infections,  every  physician  weighs 
effectiveness  against  safety . . . and  tries  not  to  sacrifice  one  for  the  other. 

General  effectiveness 

The  general  effectiveness  of  Nebcin  is  now  well  known.  Clinical  studies  have  shown  Nebcin  to  be 
indicated  in  the  treatment  of  septicemia;  C.N.S.  infections,  including  meningitis;  neonatal  sepsis; 
serious  lower  respiratory  infections;  gastrointestinal  infections,  including  peritonitis;  skin,  bone, 
and  soft-tissue  infections,  including  burns;  and  serious  complicated  and  recurrent  urinary  tract 
infections  caused  by  susceptible  strains  of  the  organisms  listed  below. 

Nebcin  is  usually  active  against  most  strains  of  the  following 
organisms: 

Pseudomonas  aeruginosa 

Proteus  sp.  (indole-positive  and  indole-negative),  including 
Proteus  mirabilis,  Pr.  morganii,  and  Pr.  vulgaris 
Escherichia  coli 

Klebsiella-Enterobacter'Serratia  group 
Citrobacter  sp. 

Providencia  sp. 

Staphylococci,  including  Staphylococcus  aureus  (coagulase- 
positive  and  coagulase-negative) 

Safety 

Nebcin  has  been  studied  in  3,506  patients.  Close  analysis  of 
adverse  reactions  reported  suggests  that  Nebcin  provides  a 
desirable  balance  of  effectiveness  and  safety. 

In  the  3,506  case  reports  submitted  to  Eli  Lilly  and  Company, 
drug-related  side-effects  (including  abnormal  laboratory  values) 
were  reported  in  136  (3.9  percent)  of  the  patients. Those  of  doubtful 
relationship  to  Nebcin  were  noted  in  233  (6.6  percent).  Adverse 
reactions  were  severe  enough  to  warrant  discontinuation  of  the 
drug  in  seventy  cases. 

Bendush,  C.L.,  and  Weber,  R.:  Clinical  Results  with  Tobramycin  Sulfate:  A Summary  of 
Worldwide  Experience,].  Infect.  Dis.  (Supplement)  (in  press). 


WARNINGS 

Patients  treated  with  Nebcin  should  be  under 
close  clinical  observation,  because  tobramycin 
and  other  aminoglycoside  antibiotics  have  an 
inherent  potential  for  causing  ototoxicity  and 
nephrotoxicity 

Both  vestibular  and  auditory  ototoxicity  can 
occur  Eighth-nerve  impairment  may  develop  if 
patients  have  preexisting  renal  damage  and  if 
Nebcin  is  administered  for  longer  periods  or  in 
higher  doses  than  those  recommended 

Tobramycin  is  potentially  nephrotoxic.  Renal 
and  eighth-nerve  function  should  be  closely 
monitored  in  patients  with  known  or  suspected 
renal  impairment  and  also  in  those  whose  renal 
function  is  initially  normal  but  who  develop  signs 
of  renal  dysfunction  during  therapy.  Such 
impairment  may  be  characterized  by  cylindruria, 
oliguria,  proteinuria,  or  evidence  of  nitrogen 
retention  [increasing  BUN,  NPN.  or  creatinine). 
Evidence  of  impairment  in  renal,  vestibular,  or 
auditory  function  requires  discontinuation  of  the 
drug  or  dosage  adjustment. 

Nebcin  should  be  used  with  caution  in 
premature  and  neonatal  infants  because  of  their 
renal  immaturity  and  the  resulting  prolongation  of 
serum  half-life  of  the  drug. 

In  the  case  of  overdosage  or  toxic  reactions, 
peritoneal  dialysis  or  hemodialysis  will  help 
remove  tobramycin  from  the  blood 

Serum  concentrations  should  be  monitored 
when  feasible,  and  prolonged  concentrations 
above  1 2 meg. /ml.  should  be  avoided  Urine 
should  be  examined  for  increased  excretion  of 
protein,  cells,  and  casts. 

Concurrent  and  sequential  use  of  other 
neurotoxic  and/or  nephrotoxic  antibiotics, 
particularly  streptomycin,  neomycin,  kanamycin, 
gentamicin,  cephaloridine,  paromomycin 
viomycin.  polymyxin  B.  colistin,  and  vancomycin, 
should  be  avoided 

Nebcin  should  not  be  given  concurrently  with 
potent  diuretics.  Some  diuretics  themselves  cause 
ototoxicity,  and  intravenously  administered 
diuretics  enhance  aminoglycoside  toxicity  by 
altering  antibiotic  concentrations  in  serum  and 
tissue 

Usage  in  Pregnancy  - Safety  of  this  product  for 
use  during  pregnancy  has  not  been  established. 


WARING  HISTORICAL  LIBRARY  FILLED  WITH  RELICS 


Much  of  the  history  of  medicine  in  South 
Carolina  is  contained  in  the  Waring  Historical 
Library  of  the  Medical  University  of  South 
Carolina.  Materials  have  been  collected  over 
a considerable  period,  and  are  available  for 
use  by  interested  persons. 

The  historical  library,  a branch  of  the  gen- 
eral library  system,  has  approximately  6,000 
medical  books,  the  nucleus  of  which  comes 
from  the  collection  of  the  Medical  Society  of 
South  Carolina  in  Charleston.  Begun  in  1791, 
that  library  grew  slowly  over  the  years  to  a 
fairly  considerable  size,  suffering  certain 
depredations  in  the  period  of  the  Civil  War, 
and  thereafter  was  rather  neglected  for  a great 
many  years.  Most  of  the  books  date  from  the 
18th  and  19th  centuries,  and  there  are  early 
journals  of  the  period  from  England,  France, 
and  the  United  States.  A few  of  the  books  go 
back  to  the  16th  century. 

The  library  has  miscellaneous  museum  ob- 
jects (old  instruments,  medicine  chests,  saddle 


bags,  etc.),  and  a number  of  prescription  books 
and  day  books.  It  also  includes  the  handwrit- 
ten theses  of  students  of  the  Medical  College 
of  South  Carolina  from  1825  to  1831,  many 
Edinburgh  theses,  and  a number  of  lecture 
notes  from  South  Carolinians  who  studied 
at  Edinburgh  and  Pennsylvania. 

The  South  Carolina  collection  includes 
books  (old  and  new)  written  by  South  Carolin- 
ians and  files  of  biographical  and  general 
material  bearing  on  the  history  of  medicine 
in  the  state.  There  is  also  a modest  collection 
of  valuable  papers  and  documents,  mostly  of 
South  Carolinians,  a small  group  of  microfilms, 
and  a number  of  medical  prints  and  carica- 
tures. 

The  library  is  vitally  interested  in  obtaining 
books,  letters,  pictures,  objects,  and  personal 
papers  relating  to  historical  medicine  in  gen- 
eral and  to  South  Carolina  medicine  and  its 
physicians  in  particular.  The  interest  of  the 
profession  in  this  effort  is  warmly  solicited. 
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WINCHESTER 

“ CAROLINA* ' HOUSE  OF  SERVICE" 

Winchester  Surgical  Supply  Company 

200  SOUTH  TORRENCE  ST.  CHARLOTTE,  N.  C.  28201 

Phone  No.  701-372-2240 

Winchester-Ritch  Surgical  Company 

421  WEST  SMITH  ST.  GREENSBORO,  N.  C.  27401 

Phone  No.  919-272-5656 

We  equip  many  new  Doctors  each  year  and  invite  your  inquiries. 

Emory  L.  Floyd  J.  Hay  Jackson 

Box  3228  Tel.  803/662-4417  Box  2143  Tel.  803/246-1274 

W.  Florence  Sta.,  Florence,  S.  C.  29501  Greenville,  S.  C.  29602 

We  have  salesmen  living  in  South  Carolina  to  serve  you 

We  have  DISPLAYED  at  every  S.  C.  State  Medical  Society  Meeting  since  1921,  and  adver- 
tised CONTINUOUSLY  in  the-S.  C.  Journal  since  January  1920  issue. 
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Testing  in  Humans: 
Who, Where &When. 


e weight  of  ethical  opinion: 

Few  would  disagree  that  the  effective- 
;s  and  safety  of  any  therapeutic  agent 
device  must  be  determined  through 
aical  research. 

But  now  the  practice  of  clinical  re- 
rch  is  under  appraisal  by  Congress,  the 
;ss  and  the  general  public.  Who  shall 
ninister  it?  On  whom  are  the  products 
be  tested?  Under  what  circumstances? 
id  how  shall  results  be  evaluated  and 
lized? 

The  Pharmaceutical  Manufacturers 
sociation  represents  firms  that  are  sig- 
icantly  engaged  in  the  discovery  and 
yelopment  of  new  medicines,  medical 
vices  and  diagnostic  products.  Clinical 
earch  is  essential  to  their  efforts.  Con- 
juently,  PMA  formulated  positions 
lich  it  submitted  on  July  11, 1975,  to 
e Subcommittee  on  Health  of  the  Sen- 
■ Labor  and  Public  Welfare  Committee, 
its  official  policy  recommendations. 

:re  are  the  essentials  of  PMA’s  current 
Inking  in  this  vital  area, 

1.  PMA  supports  the  mandate  and 
ssion  of  the  National  Commission  for 
; Protection  of  Human  Subjects  of 
Dmedical  and  Behavioral  Research  and 
ers  to  establish  a special  committee 
nposed  of  experts  of  appropriate 
.ciplines  familiar  with  the  industry’s 
earch  methodology  to  volunteer  its 
vice  to  the  Commission. 

2.  PMA  supports  the  formation  of  an 
lependent,  expert,  broadly  based  and 
xesentative  panel  to  assess  the  current 
te  of  drug  innovation  and  the  impact 
on  it  of  existing  laws,  regulations  and 
xedures. 

3*  When  FDA  proposes  regulations, 
ihould  prepare  and  publish  in  the  V ed- 
it Register  a detailed  statement  assess- 
l the  impact  of  those  regulations  on 
.lg  and  device  innovation. 

4*  PMA  proposes  that  an  appropri- 
;ly  qualified  medical  organization  be 
couraged  to  undertake  a comprehen- 
e study  of  the  optimum  roles  and 
;ponsibilities  of  the  sponsor  and  physi- 
n when  company-sponsored  clinical 
:earch  is  performed  by  independent 
nical  investigators. 


PMA  recognizes  that  the  physician- 
investigator  has,  and  should  have,  the 
ultimate  responsibility  for  deciding  the 
substance  and  form  of  the  informed  con- 
sent to  be  obtained.  However,  PMA 
recommends  that  the  sponsor  of  the  ex- 
periment aid  the  investigator  in  dis- 
charging this  important  responsibility  by 
providing  ( 1)  a document  detailing  the 
investigator’s  responsibilities  under  FDA 
regulations  with  regard  to  patient  consent, 
and  (2)  a written  description  of  the 
relevant  facts  about  the  investigational 
item  to  be  studied,  in  comprehensible 
lay  language. 

6*  In  the  case  of  children,  the  sponsor 
must  require  that  informed  consent  be 
obtained  from  a legally  appropriate  rep- 
resentative of  the  participant.  Voluntary 
consent  of  an  older  child,  who  may  be 
capable  of  understanding,  in  addition  to 
that  of  a parent,  guardian  or  other  legally 
responsible  person,  is  advisable.  Safety  of 
the  drug  or  device  shall  have  been  assessed 
in  adult  populations  prior  to  use  in 
children. 

7«PMA  endorses  the  general  prin- 
ciple that,  in  the  case  of  the  mentally 
infirm,  consent  should  be  sought  from 
both  an  understanding  subject  and  from 
a parent  or  guardian,  or  in  their  absence, 
another  legally  responsible  person. 

8*  Pharmaceutical  manufacturers 
sponsoring  investigations  in  prisons  must 
take  all  reasonable  care  to  assure  that  the 
facilities  and  personnel  used  in  the  con- 
duct of  the  investigations  are  suitable  for 
the  protection  of  participants,  and  for  the 
avoidance  of  coercion,  with  a respect  for 
basic  humanitarian  principles. 

9*  Sponsors  intending  to  conduct  non- 
therapeutic  clinical  trials  through  the 
participation  of  employee  volunteers 
should  expand  the  membership  and  scope 
of  its  existing  Medical  Research  Commit- 
tee, or  establish  such  an  internal  Medical 
Research  Committee,  with  responsibility 
to  approve  the  consent  forms  of  all 
volunteers,  designs,  protocols  and  the 
scope  of  the  trial.  The  Committee  should 
also  bear  responsibility  to  ensure  full 
compliance  with  all  procedures  intended 
to  protect  employee  volunteers’  rights. 

10  •Where  the  sponsor  obtains  medi- 
cal information  or  data  on  individuals,  it 
shall  be  accorded  the  same  confidential 


status  as  provided  in  codes  of  ethics  gov- 
erning health  care  professionals. 

11.  PMA  and  its  member  firms  accept 
responsibility  to  aid  and  encourage  ap- 
propriate follow-up  of  human  subjects 
who  have  received  investigational  prod- 
ucts that  cause  latent  toxicity  in  animals 
or,  during  their  use  in  clinical  investiga- 
tion, are  found  to  cause  unexpected  and 
serious  adverse  effects. 

12.  PMA  supports  the  exploration 
and  development  by  its  member  compa- 
nies of  more  systematic  surveillance  pro- 
cedures for  newly  marketed  products. 

13  •When  a pharmaceutical  manu- 
facturer concludes,  on  the  basis  of  early 
clinical  trials  of  a basic  new  agent,  that  a 
new  drug  application  is  likely  to  be  sub- 
mitted, a proposed  development  plan 
accompanied  by  a summary  of  existing 
data,  would  be  submitted  to  the  FDA. 
Following  a review  of  this  submission, 
the  FDA,  and  its  Advisory  Committee 
where  appropriate,  would  meet  with  the 
sponsor  to  discuss  the  development  plan. 
No  formal  FDA  approval  should  be  re- 
quired at  this  stage.  Rather,  the  emphasis 
should  be  on  identification  of  potential 
problems  and  questions  for  the  sponsor’s 
further  study  and  resolution  as  the  pro- 
gram develops. 

The  PMA  believes  that  health  profes- 
sionals as  well  as  the  public  at  large 
should  be  made  aware  of  these  13  points 
in  its  Policy  on  Clinical  Research.  For 
these  recommendations  envisage  con- 
structive, cooperative  action  by  industry, 
research  institutions,  the  health  profes- 
sions and  government  to  encourage  crea- 
tive and  workable  responses  to  issues 
involved  in  the  clinical  investigation  of 
new  products. 

Pharmaceutical  Manufacturers 
Association 

1155  Fifteenth  Street,  N.W 
Washington,  D.  C.  20005 
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Greetings  from  the  1976-1977  SCMA  Auxiliary.  Please  notice  our  name  change!  Husbands 
of  doctors  may  now  join  our  Auxiliary.  We  are  no  longer  an  organization  for  women  only. 

The  year  may  be  young  but  our  members  haven’t  slowed  down  for  the  summer  yet.  We  were 
represented  in  Columbia  on  June  7 at  the  South  Carolina  Child  Protection  committee  meeting 
by:  Mrs.  John  Shingler,  Jr.,  Chairman;  Mrs.  Alton  Brown,  Vice  Chairman;  Mrs.  Wayne  Brady, 

Mrs.  W.  F.  Luce,  Mrs.  E.  R.  Barber,  Mrs.  T.  W.  Parkinson,  Mrs.  Howard  Snyder  and  Mrs.  Lucius 
M.  Cline,  Jr.  Other  members  present  represented  the  SCMA,  the  Department  of  Mental  Health, 
the  Office  of  Child  Advocacy,  the  Department  of  Health  and  Environmental  Control,  the  Depart- 
ment of  Education,  and  the  Department  of  Social  Services. 

SCMA  Auxiliary  delegates  to  the  AMA  Auxiliary  Convention  in  Dallas,  Texas  June  26-30 
were:  Mrs.  John  M.  Shingler,  Jr.;  Mrs.  Wayne  C.  Brady;  Mrs.  Rufus  Cain;  Mrs.  Robert  L.  Craw- 
ford; and  Mrs.  Lucius  M.  Cline,  Jr.  These  delegates  brought  back  a wealth  of  knowledge  which 
they  can  use  effectively  within  our  Auxiliary.  Bess  Myerson,  consumer  advocate  and  a former  Miss 
America,  headlined  the  Monday  luncheon  honoring  national  auxiliary  past  presidents  and  honor- 
ary members.  At  the  Tuesday  luncheon  sponsored  jointly  with  the  AMA  Council  on  Scientific 
Assembly,  Dr.  Michael  E.  DeBakey,  president  and  chairman,  department  of  surgery,  Baylor  Col- 
lege of  Medicine  presented  a film  and  lecture  on  “Advances  in  Cardiovascular  Disease.”  Pre- 
siding at  the  convention  meeting  was  Mrs.  Erie  E.  Wilkinson,  AMA  Auxiliary  president.  She  was 
the  former  Betty  Frazier  and  finished  high  school,  in  Greenville,  with  Jim  Anderson,  Mac  Wilkins 
and  Lucius  Cline.  On  the  last  day  of  the  convention  Mrs.  Norman  H.  Gardner  was  formally  in- 
stalled as  1976-1977  president. 

Our  theme  for  the  coming  year  will  be  to  COMMUNICATE,  EDUCATE,  MOTIVATE  and 
PARTICIPATE.  Our  members  are  already  making  big  plans  for  the  coming  year.  If  you  the  SCMA 
have  comments  or  suggestions  won’t  you  PLEASE  pass  them  on.  We  need  your  help  and  coop- 
eration. 

Instead  of  the  SCMA  Auxiliary  President  writing  an  editorial  for  each  issue  of  the  Journal 
this  year,  we  feel  you  would  benefit  more  by  hearing  about  different  phases  of  our  work.  There- 
fore, the  Chairman  of  some  of  our  committees  will  be  writing  to  give  you  an  in-depth  picture  of 
their  part  of  the  Auxiliary. 

The  SCMA  Auxiliary  will  be  represented  at  the  following  meetings:  Legislation  Workshop, 

September  19-21,  Washington,  D.C.,  by  Mrs.  S.  Perry  Davis.  AMA-ERF  Workshop,  August  2-3, 
Chicago,  Illinois,  by  Mrs.  Wayne  Brady.  Fall  Confluence,  October  10-13,  Chicago,  Illinois,  by 
Mrs.  Lucius  M.  Cline,  Jr.,  Mrs.  Wayne  Brady,  Mrs.  Rufus  Cain,  Mrs.  Warren  Y.  Adkins,  Jr.,  Mrs. 
Frank  Biggers,  and  two  other  County  Presidents-Elect. 

Our  Fall  Executive  Board  meeting  will  be  held  in  Greenville  on  Thursday  November  4.  We 
are  looking  forward  to  having  our  Advisory  Council  members  from  SCMA  to  meet  with  us  and 
have  lunch  with  us  on  that  day. 

Our  purpose  is  to:  “Assist  the  South  Carolina  Medical  Association  in  its  program  to  improve 
the  quality  of  life  through  health  education  and  services.”  Please  don’t  hesitate  to  call  on  us. 


Margaret  Ellen  Cline 
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OVER-PRESCRIBING  OF  ANTIBIOTICS: 
WHY,  WHERE.  WHICH.  AND  BY  WHOM? 


The  common  allegation  that  antibiotics  are 
over-prescribed  is  largely  based  on  evidence 
generated  by  our  own  profession.  It  derives 
from  our  ability  to  be  self-critical. 

Why?  More  precisely,  how  is  the  blame  to 
be  apportioned  among  the  three  parties:  phy- 
sicians (who  prescribe  the  drugs),  pharma- 
ceutical firms  (which  make  and  advertise 
them),  and  patients  (who  use  them)?  This 
question  was  asked  of  Dr.  Edward  Hook,  presi- 
dent of  the  Infectious  Diseases  Society  of 
America,  at  his  address  to  the  Columbia  Med- 
ical Society  on  September  8,  1975.  The  an- 
swer: each  of  the  parties  shares  equal  blame. 

For  physicians,  the  strong  motive  to  “first, 
do  no  harm”  is  opposed  by  a second  motive 
“not  to  withhold  any  reasonably  safe  measures 
of  potential  benefit.”  Therein  lies  the  historical 
explanation  for  overuse  of  most  modalities, 
from  cinchona  bark  and  blood-letting  to 
vitamins,  thyroid  extract,  and  — yes  — minor 
tranquilizers.  The  sirens  of  the  pharmaceutical 
firms  tempt  us  not  only  with  their  aggressive 
advertising  but  also  with  generous  samples. 
That  pressure  from  patients  promotes  over- 
prescribing is  undeniable.  It  is  true,  for 
instance,  that  we  succumb  too  often  to  their 
demands  for  miracle  cures  of  viral  upper  res- 
piratory infections.  But  I have  often  wondered 
how  even  Sir  William  Osier,  with  his  advice 
that  “the  only  way  to  treat  a cold  is  with  con- 
tempt,” would  be  received  by  today’s  con- 
sumer-oriented populace. 

Where?  The  overall  harm  from  over-pre- 
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scribing  in  physicians’  offices  remains  unclear, 
although  it  is  known  that  about  5 percent  of 
patients  will  experience  an  adverse  reaction1 
and  that  an  occasional  important  diagnosis, 
such  as  infective  endocarditis,  will  be  obscured. 
The  majority  of  patients  given  a short  course 
of  a relatively  safe  agent  such  as  erythromycin 
stearate  do  well  and,  with  a few  exceptions, 
emergence  of  drug-resistant  microorganisms 
has  not  proved  a major  problem.  But  in  hos- 
pitals, where  approximately  one-third  of  all 
patients  receive  at  least  one  antimicrobial 
agent,  the  implications  differ  — prompting 
the  next  question. 

Which?  Broad-spectrum  and  potentially 
toxic  antibiotics  are  especially  likely  to  be 
prescribed  in  the  hospital  setting.  Patterns  of 
empiric  use  become  established  and  are  fre- 
quently predictive  of  emergence  of  drug- 
resistant  bacteria.  The  gram-negative  rod 
shielded  by  transferable  R-factors  has  replaced 
the  staphylococcus  as  the  Genghis  Khan  of  the 
hospital  microbial  world.  Of  particular  con- 
cern is  the  emergence  of  resistance  to  one 
class  of  antibiotics,  the  aminoglycosides. 
Elsewhere  in  this  issue.  Dr.  Robert  Moellering 
reviews  the  status  of  these  agents,  sometimes 
called  “the  drugs  of  fear,”2  and  shows  data 
from  the  Massachusetts  General  Hospital  in- 
dicating that  resistance  to  even  these  powerful 
agents  is  not  uncommon. 

Is  it  possible,  however,  that  data  from  uni- 
versity teaching  hospitals  may  not  reflect 
events  at  most  of  our  community  institutions? 
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I see  hope  that  this  may  be  the  case.  A review 
of  all  blood  cultures  made  at  Richland  Mem- 
orial Hospital  in  Columbia  for  the  past  16 
months  disclosed  not  a single  gram-negative 
rod  to  be  gentamicin-resistant.  There  is  reason 
to  think  that  this  welcome  observation  reflects 
the  general  reluctance  of  most  practicing  phy- 
sicians to  use  such  potentially  toxic  agents. 

In  support  of  this  suggestion  are  the  findings 
of  a federally-funded  study  aimed  at  establish- 
ing guidelines  for  monitoring  antibiotic  usage 
in  community  hospitals,  under  the  new  Pro- 
fessional Standards  Review  law.  The  results 
were  considered  to  be  “pleasantly  surprising” 
in  regard  to  the  frequent  taking  of  cultures, 
and  the  relatively  infrequent  use  of  toxic  anti- 
biotics such  as  the  aminoglycosides.  Although 
it  can  be  argued  that  the  use  of  such  agents 
becomes  increasingly  necessary  in  teaching 
centers  due  to  the  referral  of  “sicker  patients,” 
a more  detailed  comparison  of  drug  usage  be- 
tween community  and  university  teaching  hos- 
pitals would  be  of  considerable  interest. 

Finally,  by  whom?  Or,  better,  how  can  we 
identify  our  needs  to  change  or  modify  our 
prescribing  patterns?  In  a recent  study  of  the 
use  (and  often  misuse)  of  chloramphenicol  in 
ambulatory  patients,  it  was  suggested  that 
computerized  monitoring  of  prescribing  pat- 
terns might  identify  those  physicians  especially 
in  need  of  continuing  education  programs.3 
In  the  hospital  setting,  monitoring  of  anti- 
biotic usage  is  a requirement  for  accreditation, 
and  the  data  thus  generated  should  be  used  to 
provide  feedback  for  the  prescriber.  What- 
ever the  setting,  we  would  all  do  well  to  heed 
the  following  advice  from  Dr.  Calvin  Kunin 
and  his  co-workers:  “the  physician,  whether 

he  be  in  solo,  group,  or  institutional  practice, 
must  always  be  prepared  to  defend  his  use  of 
drugs  before  his  peers  and  must  maintain  a 
detached  and  skeptical  view  of  their  efficacy.”2 

CHARLES  S.  BRYAN,  M.D. 
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Before  prescribing,  please  consult 
complete  product  information,  a summary 
of  which  follows: 

Indications:  In  adults,  urinary  tract 
infections  complicated  by  pain  (primarily 
pyelonephritis,  pyelitis  and  cystitis)  due 
to  susceptible  organisms  (usually  £.  coli, 
Klebsiella-Aerobacter,  Staphylococcus 
aureus,  Proteus  mirabilis,  and,  less  fre- 
quently, Proteus  vulgaris)  in  the  absence 
of  obstructive  uropathy  or  foreign  bodies. 
Note:  Carefully  coordinate  in  vitro  sulfon- 
amide sensitivity  tests  with  bacteriologic 
and  clinical  response;  add  aminobenzoic 
acid  to  follow-up  culture  media.  The  increas- 
ing frequency  of  resistant  organisms  limits 
the  usefulness  of  antibacterials  including 
sulfonamides.  Measure  sulfonamide  blood 
levels  as  variations  may  occur;  20  mg/ 

100  ml  should  be  maximum  total  level. 

Contraindications:  Children  below  age 
12;  sulfonamide  hypersensitivity;  preg- 
nancy at  term  and  during  nursing  period; 
because  Azo  Gantanol  contains  phenazo- 
pyridine hydrochloride  it  is  contraindicated 
in  glomerulonephritis,  severe  hepatitis, 
uremia,  and  pyelonephritis  of  pregnancy 
with  G I.  disturbances. 

Warnings:  Safety  during  pregnancy  not 
established.  Deaths  from  hypersensitivity 
reactions,  agranulocytosis,  aplastic  ane- 
mia and  other  blood  dyscrasias  have  been 
reported  and  early  clinical  signs  (sore 
throat,  fever,  pallor,  purpura  or  jaundice) 
may  indicate  serious  blood  disorders.  Fre- 
quent CBC  and  urinalysis  with  microscopic 
examination  are  recommended  during 
sulfonamide  therapy. 

Precautions:  Use  cautiously  in  patients 
with  impaired  renal  or  hepatic  function,  se- 
vere allergy,  bronchial  asthma;  in  glucose- 
6-phosphate  dehydrogenase-deficient 
individuals  in  whom  dose-related  hemoly- 
sis may  occur.  Maintain  adequate  fluid 
intake  to  prevent  crystal luria  and  stone 
formation. 

Adverse  Reactions:  Blood  dyscrasias 
(agranulocytosis,  aplastic  anemia,  throm- 
bocytopenia, leukopenia,  hemolytic  ane- 
mia, purpura,  hypoprothrombinemia  and 
methemoglobinemia);  allergic  reactions 
(erythema  multiforme,  skin  eruptions, 
Stevens-Johnson  syndrome,  epidermal  ne- 
crolysis, urticaria,  serum  sickness,  pruritus, 
exfoliative  dermatitis,  anaphylactoid  re- 
actions, periorbital  edema,  conjunctival 
and  scleral  injection,  photosensitization, 
arthralgia  and  allergic  myocarditis);  G.l 
reactions  (nausea,  emesis,  abdominal 
pains,  hepatitis,  diarrhea,  anorexia,  pan- 
creatitis and  stomatitis);  C/VS  reactions 
(headache,  peripheral  neuritis,  mental 
depression,  convulsions,  ataxia,  hallucina- 
tions, tinnitus,  vertigo  and  insomnia); 
miscellaneous  reactions  (drug  fever,  chills, 
toxic  nephrosis  with  oliguria  and  anuria, 
periarteritis  nodosa  and  L.E.  phenomenon) 
Due  to  certain  chemical  similarities  with 
some  goitrogens,  diuretics  (acetazolamide, 
thiazides)  and  oral  hypoglycemic  agents, 
sulfonamides  have  caused  rare  instances 
of  goiter  production,  diuresis  and  hypo- 
glycemia Cross-sensitivity  with  these 
agents  may  exist. 

Dosage:  Azo  Gantanol  is  intended  for 
the  acute,  painful  phase  of  urinary  tract 
infections.  Usual  adult  dosage:  2 Gm 
(4  tabs)  initially,  then  1 Gm  (2  tabs) 

B I D.  for  up  to  3 days.  If  pain  persists, 
causes  other  than  infection  should  be 
sought.  After  relief  of  pain  has  been  ob- 
tained, continued  treatment  with  Gantanol 
(sulfamethoxazole)  may  be  considered. 

NOTE:  Patients  should  be  told  that  the 
orange-red  dye  (phenazopyridine  HCI)  will 
color  the  urine 

Supplied:  Tablets,  red,  film-coated, 
each  containing  0.5  Gm  sulfamethoxazole 
and  100  mg  phenazopyridine  HCI— bottles 
of  100  and  500 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc 

Nutley  New  Jersey  07110 
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When  Big  Ben  looks  "a  little  off”* 


Antivert  25 

(meclizine  HC1)  25  mg*  Tablets 

for  vertigo 


■ Most  Widely  Prescribed— Antivert  is 
he  most  widely  prescribed  agent  for  the 
nanagement  of  vertigo*  associated  with  dis- 
eases affecting  the  vestibular  system  such 
is  Meniere’s  disease,  labyrinthitis,  and  ves~ 
ibular  neuronitis. 

■ Relief  of  Nausea  and  Vomiting  — 

\ntivert/25  can  relieve  the  nausea  and 
vomiting  often  associated  with  vertigo* 

■ Dosage  for  Vertigo*— The  usual  adult 
losage  for  Antivert/25  is  one  tablet  t.i.d. 

5RIEF  SUMMARY  OF  PRESCRIBING  INFORMATION 


*INDICATIONS.  Based  on  a review  of  this  drug  by 
the  National  Academy  of  Sciences— National  Research 
Council  and/ or  other  information,  FDA  has  classified 
the  indications  as  follows : 

Effective:  Management  of  nausea  and  vomiting  and 
dizziness  associated  with  motion  sickness. 

Possibly  Effective:  Management  of  vertigo  assocb 
ated  with  diseases  affecting  the  vestibular  system. 

Final  classification  of  the  less  than  effective  indica' 
tions  requires  further  investigation. 


CONTRAINDICATIONS.  Administration  of  Antivert 
(meclizine  HC1)  during  pregnancy  or  to  women  who  may 
become  pregnant  is  contraindicated  in  view  of  the  terato' 
genic  effect  of  the  drug  in  rats. 

The  administration  of  meclizine  to  pregnant  rats  during 
the  12' 15  day  of  gestation  has  produced  cleft  palate  in  the 
offspring.  Limited  studies  using  doses  of  over  100  mg. /kg./ 
day  in  rabbits  and  10  mg. /kg. /day  in  pigs  and  monkeys  did 
not  show  cleft  palate.  Congeners  of  meclizine  have  caused 
cleft  palate  in  species  other  than  the  rat. 

Meclizine  HC1  is  contraindicated  in  individuals  who  have 
shown  a previous  hypersensitivity  to  it. 

WARNINGS.  Since  drowsiness  may,  on  occasion,  occur 
with  use  of  this  drug,  patients  should  be  warned  of  this  pos' 
sibility  and  cautioned  against  driving  a car  or  operating 
dangerous  machinery. 

Usage  in  Children:  Clinical  studies  establishing  safety  and 
effectiveness  in  children  have  not  been  done;  therefore,  usage 
is  not  recommended  in  the  pediatric  age  group. 

Usage  in  Pregnancy:  See  “Contraindications.” 

ADVERSE  REACTIONS.  Drowsiness,  dry  mouth  and, 
on  rare  occasions,  blurred  vision  have  been  reported. 


More  detailed 
professional  information 
available  on  request. 


ROeRIG 

A division  of  Pfizer  Pharmaceuticals 
New  York.  New  York  10017 


SCMA:  CIRCA  1876  - A GLANCE  BACKWARD 
SOUTH  CAROLINA  MEDICAL  ASSOCIATION 

OFFICERS  AND  STANDING  COMMITTEES,  1876 

In  this  Bicentennial  year,  your  Editor  thought  SCMA  members 
would  be  interested  in  a glance  backward  to  one  hundred  years  ago. 

The  next  few  pages  contain  the  officers  of  your  Association,  along 
with  Standing  Committee  members,  as  they  were  in  April,  1876.  Also 
included  in  one  of  the  scientific  papers  presented  at  the  Annual  Meeting 
on  April  11  and  12,  1876  in  Columbia,  S.  C. 

OFFICERS 

President — Dr.  J.  F.  M.  GEDDINGS Charleston,  S.  C. 

1st  Vice-President— Dr.  J.  C.  MAXWELL Abbeville,  S.  C. 

2nd  Vice-President — Dr.  J.  H.  FOSTER Lancaster,  S.  C. 

3rd  Vice-President— Dr.  GEO.  S.  TREZEVANT Richland,  S.  C. 

Corresponding  Secretary — Dr.  J.  S.  BUIST Charleston,  S.  C. 

Recording  Secretary — Dr.  H.  D.  FRASER Charleston,  S.  C. 

Treasurer — Dr.  T.  G.  SIMONS Charleston,  S.  C. 

STANDING  COMMITTEES 
Committee  on  Publication. 

Dr.  J.  Ford  Prioleau, Charleston,  S.  C. 

Dr.  Middleton  Michel, Charleston,  S.  C. 

Dr.  Henry  D.  Fraser, Charleston,  S.  C. 

Committee  on  Ethics. 

Dr.  S.  S.  Marshall, Greenville,  S.  C. 

Dr.  T.  T.  Robertson, Fairfield,  S.  C. 

Dr.  A.  S.  Salley, .....Orangeburg,  S.  C. 

Committee  on  Finance. 

Dr.  F.  L.  Parker, Charleston,  S.  C. 

Dr.  J.  L.  Ancrum, Charleston,  S.  C. 

Dr.  A.  S.  Hydrick, Orangeburg,  S.  C. 

Committee  on  State  Medicine  and  Public  Hygiene. 

Dr.  Manning  Simons, Charleston,  S.  C. 

Dr.  B.  W.  Taylor, Richland,  S.  C. 

Dr.  J.  C.  Spann, Sumter,  S.  C. 

Dr.  R.  L.  Brodie, Charleston,  S.  C. 

Dr.  J.  F.  Pearce, Marion,  S.  C. 

Dr.  S.  Baruch, Kershaw,  S.  C. 

Dr.  W.  H.  Geddings, Aiken,  S.  C. 

Dr.  L.  A.  Wright, Barnwell,  S.  C. 

Dr.  C.  H.  Ladd, Fairfield,  S.  C. 

Dr.  Jas.  McIntosh, Newberry,  S.  C. 

Dr.  M.  McLerkin, Chester,  S.  C. 

Dr.  J.  C.  Maxwell, Abbeville,  S.  C. 

Dr.  Geo.  E.  Trescot, Greenville,  S.  C. 

Dr.  W.  H.  Nardin, Anderson,  S.  C. 

Dr.  M.  G.  Salley, Orangeburg,  S.  C. 

Dr.  J.  H.  Foster, Lancaster,  S.  C. 
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FOREIGN  BODY  IN  URETHRA  AND  BLADDER 


BY  J.  C.  MAXWELL,  M.D.,  GREENWOOD,  S.  C. 


In  March,  1874,  on  visiting  a patient,  he 
informed  me,  that  in  “pranking  with  himself,” 
(I  suppose  in  act  of  onanism)  he  had  intro- 
duced a long  pine  leaf  (eight  inches  in  length) 
with  its  bulb  end  downwards  into  his  urethra. 
He  was  in  a recumbent  position  at  the  time, 
and  on  the  approach  of  a second  party,  sud- 
denly jumped  up  and  the  entire  three  blades 
of  leaf  were  supposed  to  have  passed  into 
bladder.  Having  no  catheter  or  urethral  instru- 
ments at  hand,  I introduced  a silver  probe  six 
inches  into  urethra  and  met  with  no  obstruc- 
tion. I then  directed  him  to  urinate,  which  he 
did  without  pain,  and  in  a stream  sufficiently 
full  and  free,  not  to  indicate  a foreign  body  in 
urethra. 

The  man  was  white,  full  grown,  married, 
of  medium  sense  and  education,  and  of  a 
urethral  experience  in  the  shape  of  two 
gonorrheas,  and  was  positive  that  the  leaf 
had  entered  the  bladder.  As  there  were  no 
local  or  constitutional  symptoms  to  indicate 
a foreign  body  either  in  urethra  or  bladder, 
and  as  he  had  jumped  hurriedly  and  excitedly 
from  a recumbent  position  I hoped  that  the 
leaf  had  fallen  externally  instead  of  passing 
internally. 

With  this  doubt,  I directed  him  keep  quiet, 
drink  diluents,  and  in  urinating  to  hold  the 
glans  penis  firmly  until  the  urethra  was  fully 
distended  and  then  let  the  stream  of  urine 
quickly  off.  In  about  ten  days  was  recalled  to 
patient,  found  him  suffering  some  pain  in 
perineal  and  supra-pubic  regions  and  passing 
one  or  two  fluid  drachms  of  bloody,  purulent 
mucus  at  each  act  of  urination.  Having  no 
urethral  forceps,  I introduced  a loop  of  horse 
hair  through  end  of  catheter,  hoping  to  be 


able  to  entangle  leaf  in  loop  and  thus  extract 
it;  but  on  effort,  I met  with  such  obstruction 
in  prostatic  part  of  urethra,  that  I failed  to 
introduce  catheter,  also  a No.  6 bougie. 

I next  wrote  to  Prof.  Kinloch,  asking  what 
surgery  was  best  for  my  patient,  and  for  the 
loan  of  such  urethral  instruments  as  might 
be  needed  in  any  operation  deemed  advisable. 
Before  the  arrival  of  Prof.  Kinloch’s  instru- 
ments and  kind  letter,  advising  in  case  of  fail- 
ure with  urethral  forceps  to  resort  to  Allerton’s 
median  operation,  my  friend,  Dr.  Bozeman 
had  visited  the  patient  with  me,  and  failing 
to  introduce  catheter  or  bougie,  wrote  to  Dr. 
Talley,  for  instruments. 

On  arrival  of  instruments  kindly  loaned 
by  both  Drs.  Kinloch  and  Talley,  I succeeded 
with  the  assistance  of  Dr.  Bozeman,  in  remov- 
ing about  two  inches  of  one  blade  of  the  leaf 
with  Tiemann’s  alligator  forceps,  grasping  in 
in  prostatic  portion  of  urethra.  After  further 
repeated  failures  to  grasp  any  more  of  the 
leaf,  we  agreed  to  let  the  patient  rest  a day 
and  night,  and  in  case  of  another  failure  with 
forceps,  to  adopt  Prof.  Kinloch’s  suggestion, 
and  remove  per  Allerton’s  median  operation. 
Fortunately  the  effort  to  remove  with  forceps 
had  disembedded  the  part  of  leaf  encrusted 
in  prostatic  urethra,  and  the  following  morn- 
ing, while  distending  urethra  with  urine, 
the  entire  leaf  passed  out  thickly  and  entirely 
encrusted  with  phosphatic  deposit. 

My  object  in  presenting  this  paper  is  to  elicit 
an  opinion,  as  to  what  should  have  been  the 
treatment  on  my  first  visit.  Would  the  medium 
sized  current  of  urine  have  indicated  that  the 
leaf  (if  present  at  all)  was  entirely  in  bladder 
and  not  in  urethra?  Had  I have  had  a catheter 
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with  me,  to  have  ascertained  that  an  obstruc- 
tion was  present  in  urethra,  could  I have 
diagnosed  whether  it  was  a foreign  body 
or  a stricture?  Would  not  two  attacks  of  gon- 
orrhea have  been  as  strong  evidence  of  stric- 
ture as  his  word  was  for  a foreign  body?  With 
the  above  doubts,  would  it  have  been  proper 
to  have  operated  per  perineum  after  first 
visit?  Was  there  any  reason  to  hope  that  the 
leaf  with  the  pointed  blades  projecting  up- 
wards, would  escape  per  urethram?  Could 
the  acids  of  the  urine  so  have  decomposed 
the  leaf  that  it  would  have  passed  in  frag- 
ments? After  seeing  result  it  is  evident  that 
in  this  particular  case,  it  was  best  not  to  have 
operated,  but  on  seeing  leaf  so  entirely,  thick- 
ly and  heavily  encrusted  with  gravel  while 
remaining  in  bladder  only  18  or  20  days,  it  is 
equally  evident  that  a stone,  forming  on  a 
nucleus  eight  inches  in  length,  would  have 
soon  grown  to  such  enormous  size  as  to  have 
demanded  the  most  formidable  operation. 


MEDICAL  MEETINGS 

The  SCMA  Mid-Winter  Meeting  has  been 
re-scheduled  for  November  5-7,  1976,  at  the 
Quality  Inn,  1-20  and  Broad  River  Road  in 
Columbia.  More  details  will  be  forthcoming 
in  the  September  Journal. 

* 

The  21st  Annual  Angus  M.  McBryde  Per- 
inatal Symposium  (Topics  in  Perinatal  Med- 
icine) will  be  held  on  September  15  and  16, 
1976  at  the  Division  of  Perinatal  Medicine, 
Duke  University  Medical  Center,  Durham, 
North  Carolina.  Physician  Registration  Fee 
is  $50.00.  For  further  information,  write  to: 
Angus  M.  McBryde  Perinatal  Symposium, 
Box  3967,  Duke  University  Medical  Center, 
Durham,  North  Carolina  27710. 

(continued  on  page  297) 


A unique  hospital  specializing  in  treatm  ent  of . . . 


ALCOHOLISM 
DRUG  ADDICTION 


In  this  restful  setting  away  from  pressures 
and  free  from  distractions,  the  Willingway 
staff,  with  understanding  and  compassion, 
carries  out  an  intensive  program  of 
therapy  based  on  honesty  and  responsi- 
bility. The  concepts  and  methods  are  ori- 
ginal, different  and  have  been  highly  suc- 
cessful for  fifteen  years. 

John  Mooney,  Jr.,  M.D.,  Director 
Dorothy  R.  Mooney,  Associate  Director 


311  JONES  MILL  RD.,  STATESBORO,  GA.  30458  TEL. (912)  764-6236 


ACCREDITED  BY  THE  J.C.  A.  H. 


294 


The  Journal  of  the  South  Carolina  Medical  Association 


MEDICAL  MEETINGS 


For  further  information  contact: 
SCMA 

P.O.  Box  11188 
Columbia,  S.C.  29211 


The  27th  Annual  Meeting  of  the  American 
Group  Practice  Association  will  be  held  Octo- 
ber 5-8  in  Bal  Harbour,  Florida.  For  more 
information  contact  AGPA,  20  S.  Quaker 
Lane,  Alexandria,  Va.  22314. 

* 

A series  of  postgraduate  courses  in  Sonic 
Medicine  will  be  conducted  by  the  Bowman 
Gray  School  of  Medicine  in  Winston-Salem, 
N.  C.  Participants  may  attend  the  complete 
series  or  portions  of  it.  The  courses  are  de- 
signed to  provide  background,  techniques, 
experience  and  knowledge  for  setting  up  an 
ultrasonic  laboratory  and  training  program  for 
it.  Dates  are  September  27  - December  3, 
1976;  January  10  - March  18,  1977  and  April 
11  - June  17,  1977.  For  further  information 
contact  James  F.  Martin,  M.D.,  Director; 
Bowman  Gray  School  of  Medicine,  Winston- 
Salem,  N.  C.  27103. 

* 

An  International  Symposium  on  Breast 
Cancer  will  be  held  in  Lucerne,  Switzerland, 
August  1-4,  1976,  under  the  auspices  of  Physi- 
cians Associated  for  Continuing  Education  in 
cooperation  with  John  Hopkins  University, 
the  American  Cancer  Society  and  the  Swiss 
League  Against  Cancer.  For  more  information 
contact  Dr.  Erwin  Witkin;  President,  P. A. C.E., 
Suite  208,  The  Uptown  Federal  Building, 
6609  Reisterstown  Road,  Baltimore,  Md.  21215. 

* 

A full  range  of  topics  covering  organ  and 
tissue  transplantation  will  be  discussed  at  the 
Sixth  International  Congress  of  the  Transplan- 
tation Society  to  be  held  August  22-28  at  the 
Waldorf-Astoria  Hotel  in  New  York  City. 
Topics  include  clinical  transplantation,  artifi- 
cial life  support  systems,  experimental  organ 
transplantation,  bone  marrow  transplantation, 
transplantation  antigens  and  antibodies,  al- 
lograft survival  and  immunogenetics  of  trans- 
plantation. 


Grant  applications  for  postdoctoral  fellow- 
ships are  now  being  accepted  for  the  funding 
year  1977-78  by  the  Juvenile  Diabetes  Foun- 
dation. Applications  may  be  obtained  from: 
Shel  Sukoff,  National  Executive  Director 
Juvenile  Diabetes  Foundation 
23  East  26th  Street 
New  York,  New  York  10010 
(212)  689-7868 

Completed  applications  must  be  postmarked 
no  later  than  September  10,  1976.  Recipients 
of  grants  will  be  notified  early  in  1977,  and 
funding  will  begin  July  1,  1977. 


Congratulations  to  Grady  Hendrix,  M.D., 
Charleston,  on  being  named  to  the  Board 
of  Governors  of  the  American  College  of 
Cardiology. 

Congratulations  to  Charles  S.  Bryan,  M.D. 
of  Columbia  and  Charles  W.  Johnson,  M.D. 
of  Conway  on  being  named  as  Fellows  of  the 
American  College  of  Physicians. 


Add  up  all  the  victims  of 
blindness,  paralytic  polio, 
cerebral  palsy, 
rheumatic  heart  disease. 

Twice  that  total  are 
mentally  retarded. 

What  are  you  going  to  do 
about  it? 

i 1 

| Write  for  a free  pamphlet  from  the  National 
1 Association  for  Retarded  Citizens,  P.O.  Box  I 
I 6109,  Arlington,  Texas  76011  I 

I I 

Name | 

| Address . 


I State  Zip  Code I 

I I 
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The  South  Carolina  Dermatological  Association  met  at  the  Myrtle  Beach  Hilton  Hotel  April 
30  - May  2,  1976  and  was  attended  by  dermatologists  throughout  the  state.  Pictured  above,  left 
to  right,  bottom  row:  President-elect  Dr.  A.  M.  Robinson,  visitor  Dr.  Harold  V.  Glick,  Dr.  William 
J.  Moore,  Dr.  George  C.  Smith,  Dr.  Stanley  E.  Permowicz. 

Standing:  Dr.  Joel  W.  Wyman,  Dr.  Tommy  B.  Griffin,  Dr.  Robert  L.  Jetton,  Dr.  Falls  L.  Har- 
ris, Dr.  Harry  Boatwright,  new  president  Dr.  Richard  H.  Crooks,  Dr.  Roy  E.  Nickles,  Dr.  Edward 
Shmunes,  Dr.  Jack  D.  Laymon,  Dr.  A.  D.  McGugan,  Dr.  Charles  West,  past  president  Dr.  Kathleen 
Riley,  Dr.  Kenneth  W.  Smith,  Dr.  J.  R.  Allison,  Dr.  Samuel  B.  Pratt,  Dr.  Richard  Wilson,  and  Dr. 
William  E.  Tate. 


mountain 
valley 


Golf's  no  uphill  climb  at 
Sapphire  Valley,  in  the  cool 
North  Carolina  mountains 
. . . our  championship  course 
rolls  gently  through  a vast, 
quiet  valley.  All  that  makes 
a complete  family  resort  is 
here:  12  tennis  courts,  lakes. 
Blue  Ridge  scenery,  the 
stately  1896  Fairfield  Inn 
and  our  luxury  Villas.  Come 
up  for  a day,  or  a lifetime. 
Call  704-743-3441  or  write 
Sapphire  Valley,  Star  Route 
70,  Box  80,  Sapphire,  N.C. 
28774.  Attn:  S.  M.  Wright 


Sapphire  Valley 


Brown  Bag  Permit  No.  2265 


INDEX  TO  ADVERTISERS 


Burroughs  Wellcome  Company... 

284 

Dow  Pharmaceuticals 

271-274 

Emergency  Physician  Group 

270 

Key  Pharmaceuticals,  Inc 

283 

Lilly,  Eli  and  Company 

Cover  1,  276-278 

Ortho  Pharmaceuticals 

253 

Pharmaceutical  Manufacturers’  Association 

280-281 

Practice  Productivity,  Inc 

295 

Roche  Laboratories 

..Cover  II,  251,  286,  287, 

Cover  III,  Cover  IV 

Roerig  and  Company 

290-291 

Sapphire  Valley 

298 

Seven  Lakes 

296 

Smith,  Kline  and  French 

288 

S.  C.  Medical  Care  Foundation... 

270 

Upjohn  Company,  The 

289 

Willingway  Hospital 

294 

Winchester  Supply 

279 

The  Journal  of  the  South  Carolina  Medical  Association 


iff 

T 

i 
i iff 
? 


i 

' 


o dosage  calculations 

rmox  [mebendazole]  offers  a 
eatly  simplified  method  of 
: ating  pinworm.  Just  one  tablet, 
• every  member  of  the  family, 

■ gardless  of  weight  or  age.f 

i mplicity  of  administration 

i itients  can  take  the  tablet  at  any 
1 le.  It  can  be  chewed,  swal- 
! ved,  or  crushed  and  mixed 
th  food.  No  messy  liquids 
i pour. 

! Dt  a dye 

srmox  will  not  stain  clothes, 

• 3th,  feces,  toilet  bowls,  etc. 


Highly  effective 

In  clinical  studies,  the  pinworm 
mean  cure  rate  with  Vermox  was 
95% [range 90-100%].  Incases 
where  reinfection  occurs,  a 
repeat  tablet  is  advised. 

Well  tolerated 

Transient  symptoms  of  abdomi- 
nal pain  and  diarrhea  have 
occurred  in  cases  of  massive 
infection  and  expulsion  of  worms. 


Also  effective  against 
whipworm. ..as  well  as 
roundworm  and  hookworm 

Just  one  simple  dosage,  regard- 
less of  weight  or  age,f  for  single 
or  mixed  infections:  1 chewable 
tablet  b.i.d.  for  3 consecutive  days 
If  the  patient  is  not  cured  3 weeks 
after  treatment,  a second  course 
of  treatment  is  advised. 

t Because  Vermox  has  not  been 
extensively  studied  in  children  under  2 
years  of  age,  the  relative  benefit/risk 
should  be  considered  before  treating 
these  children.  Vermox  is  contra- 
indicated in  pregnant  women  (see: 
Pregnancy  Precautions]  and  in  persons 
who  have  shown  hypersensitivity  to 
the  drug. 


a single  chewable  tablet 
treatment  for  pinworm 


chewable 
tablets 


TRADEMARK 
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5CRIPTION  VERMOX  (mebendazole)  is  methyl  5-benzoylbenzimidazole-2-carbamate. 

TIONS  VERMOX  exerts  its  anthelmintic  effect  by  blocking  glucose  uptake  by  the  sus- 
tible  helminths,  thereby  depleting  the  energy  level  until  it  becomes  inadequate  for  survival, 
insignificant  amount  of  mebendazole  is  absorbed  from  the  gastrointestinal  tract.  Most  of 
is  excreted  in  the  urine  within  three  days  either  as  metabolites  or  unchanged  drug. 

((CATIONS  VERMOX  is  indicated  for  the  treatment  of  Trichuris  trichiura  (whipworm), 
s robius  vermicularis  (pinworm).  Ascaris  lumbricoides  (roundworm),  Ancylostoma  duod- 
le  (common  hookworm),  Necator  americanus  (American  hookworm)  in  single  or  mixed 
ctions. 

cacy  varies  in  function  of  such  factors  as  pre-existing  diarrhea  and.gastrointestinal  transit 
a,  degree  of  infection  and  helminth  strains.  Efficacy  rates  derived  from  various  studies  are 
wn  in  the  table  below: 


Trichuris 

Ascaris 

Plookworm 

Pinworm 

cure  rates 

mean 

(range) 

68% 

(61-75%) 

98% 

(91-100%) 

96% 

95% 

(90-100%) 

egg  reduction 

mean 

(range) 

93% 

(70-99%) 

99.7% 
(99  5-100%) 

99.9% 

- 

PRECAUTIONS  PREGNANCY:  VERMOX  has  shown  embryotoxic  and  teratogenic  activity  in 
pregnant  rats  at  single  oral  doses  as  low  as  10  mg/kg.  Since  VERMOX  may  have  a risk  of  pro- 
ducing fetal  damage  if  administered  during  pregnancy,  it  is  contraindicated  in  pregnant 
women. 

PEDIATRIC  USE:  The  drug  has  not  been  extensively  studied  in  children  under  two  years: 
therefore,  in  the  treatment  of  children  under  two  years  the  relative  benefit/risk  should  be 
considered. 

ADVERSE  REACTIONS  Transient  symptoms  of  abdominal  pain  and  diarrhea  have  occurred 
in  cases  of  massive  infection  and  expulsion  of  worms. 

DOSAGE  AND  ADMINISTRATION  The  same  dosage  schedule  applies  to  children  and 
adults.  For  the  control  of  pinworm  (enterobiasis),  a single  tablet  is  administered  orally,  one 
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For  the  control  of  roundworm  (ascariasis),  whipworm  (trichuriasis),  and  hookworm  infection, 
one  tablet  of  VERMOX  is  administered,  orally,  morning  and  evening,  on  three  consecutive  days. 
If  the  patient  is  not  cured  three  weeks  after  treatment,  a second  course  of  treatment  is  advised. 
No  special  procedures,  such  as  fasting  or  purging,  are  required. 

HOW  SUPPLIED  VERMOX  is  available  as  tablets,  each  containing  100  mg  of  mebendazole, 
and  is  supplied  in  boxes  of  twelve  tablets. 

VERMOX  (mebendazole)  is  an  original  product  of  Janssen  Pharmaceutica,  Belgium,  and  co- 
developed by  Ortho  Pharmaceutical  Corporation. 


NTRAINDICATIONS  VERMOX  is  contraindicated  in  pregnant  women  (see  Pregnancy 
LCautinnc'  and  in  nersnns  who  have  shnwn  hvoersensitivitv  to  the  drug 
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IMMUNIZATION  AGAINST  SWINE  INFLUENZA: 
A MAJOR  CHALLENGE  FOR 
SOUTH  CAROLINA  PHYSICIANS 


INTRODUCTION 


CHARLES  S.  BRYAN,  M.D.* 


Much  of  the  story  is  in  the  name:  human 
influenza  A virus,  A/ New  Jersey  1 76  (Hswl 
N 1).  The  nomenclature  tells  us,  first,  that 
this  virus  is  of  the  type  (A)  apt  to  cause  epi- 
demics or  pandemics,  and  was  isolated  from 
man  in  New  Jersey  during  this  bicentennial 
year.  But  the  key  is  in  the  parentheses 
“(Hsw  I N 1)7'  These  tell  us  that  this  virus 
has  a hemagglutinin  antigen  (H)  and  a neur- 
aminidase antigen  (N)  quite  unlike  those  of 
the  Hong  Kong  viruses  (H3  N2)  which  have 
been  prevalent  since  1968.  Therefore,  the  pop- 
ulation has  little  or  no  immunity,  and  the  stage 
is  set  for  a major  pandemic. 

The  South  Carolina  Medical  Association 
has  made  its  commitment  to  assist  in  the 
swine  flu  immunization  program.  The  scope 
of  this  program  is  without  precedent,  and  we 
can  anticipate  many  problems.  The  specific 
details  are,  at  the  time  of  this  w'riting,  still 


*2739  Laurel  Street.  Columbia,  S.  C.  29204. 


being  formulated.  The  two  articles  which 
follow,  written  on  short  notice  for  the  Jour- 
nal, deal  with  the  need  for  massive  immunica- 
tion  and  the  tentative  plans  for  providing  it. 

Dr.  Bernard  Tourie’s  article  summarizes 
what  is  known  about  the  molecular  epidemi- 
ology of  the  influenza  virus.1  From  the  his- 
toric consequences  of  antigenic  shift  (Table 
1 in  Dr.  Lourie’s  article),  the  decision  to  pro- 
ceed with  mass  immunization  would  seem  to 
rest  on  solid  grounds,2  3 even  if  a few  dissent- 
ing voices  have  been  heard  in  the  scientific 
community.  Dr.  Richard  Parker's  article  em- 
phasizes the  limited  Federal  assistance  (11c 
per  citizen)  for  the  actual  administration  of 
the  vaccine  in  South  Carolina,  and  outlines 
the  need  for  substantial  assistance  from 
physicians  and  from  voluntary  organizations. 

The  public  will  need  reassurance  that  the 
new  virus  will  not  cause  anything  which  they 
have  not  previously  experienced.  Although 
there  may  be  a greater  tendency  for  serious 


August.  1976 


303 


INTRODUCTION 


disease  among  young  persons  compared  with 
other  recent  strains,2  swine  influenza  — if  it 
occurs  — will  be  the  “same  old  flu:”  “an 
unvarying  disease  (three-day  fever)  caused 
by  a varying  virus.”1  It  is  the  quantitative 
aspect  — the  possibility  of  a pandemic 
which  concerns  us.  They  will  need  to  know 
that  the  traditional  high-risk  groups  (the 
aged,  those  with  chronic  heart  or  lung  disease, 
and  so  forth)  should  be  immunized  not  only 
against  the  swine  influenza  virus  but  also 
against  the  recently-prevalent  A/ victoria/75 
(H3N2)  strain,  still  of  epidemic  potential. 
And  they  need  to  appreciate  that,  while  the 
recognition  of  an  epidemic  or  pandemic  of 


influenza  A is  straightforward,  the  precise 
diagnosis  in  an  individual  patient  is  not.  We 
must  warn  them  against  blaming  any  respir- 
atory illness  next  winter  on  failure  of  the 
Swine  flu  vaccine,  just  as  we  must  be  cautious 
not  to  assume  that  any  illness  closely  follow- 
ing immunization  is  due  to  the  inoculation.  □ 
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THE  SWINE  INFLUENZA  VIRUS: 
A PERSPECTIVE 


BERNARD  LOURIE,  M.D.* 


At  President  Ford’s  request.  Congress  has 
allotted  135  million  dollars  for  a mass  inocu- 
lation campaign  against  swine  influenza.  In 
just  a few  months  vaccine  has  been  produced 
and  field  tested.  The  serologic  responses  of 
the  vaccines  are  being  studied,  and  200  mil- 
lion doses  of  the  vaccine  will  be  available  for 
distribution  late  this  summer  and  fall.  Is  this 
tremendous  crash  program  justified?  What  is 
the  significance  of  this  pig  virus  for  people? 

To  answer  these  questions  we  need  to  re- 
view some  of  the  epidemiologic  history  of 
influenza  as  well  as  the  structure  of  the  virus 
itself. 

*Formerly,  Assistant  Professor  of  Medicine,  Infectious 
Diseases  and  Immunology  Division,  Medical  University 
of  South  Carolina,  Charleston,  S.  C.  Present  address: 
Welborn  Clinic,  421  Chestnut  Street,  Evansville,  Indiana 
47713. 


Epidemic  outbreaks  of  acute  respiratory  ill- 
ness have  been  known  since  the  14th  century. 
At  the  turn  of  the  century  in  1899  and  1900  a 
world  wide  epidemic  or  “pandemic”  occurred, 
and  in  our  twentieth  century  such  pandemics 
have  recurred  three  or  four  more  times.  The 
pandemic  of  1918  was  particularly  disastrous. 
It  involved  some  500  million  individuals  and 
killed  some  20  million.  It  was  remarkable  for 
its  lethality  for  young  adults  as  well  as  the  old 
and  infirm.  In  the  United  States  alone  there 
were  about  20  million  cases  and  over  one- 
half  million  deaths. 

In  1947,  there  was  laboratory  evidence  that 
influenza  had  once  again  traveled  around  the 
world.  In  1957,  the  “Asian  flu”  did  not  have  a 
particularly  high  mortality  rate  but  since  it 
was  the  most  widespread  pandemic  of  all,  it 
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was  responsible  for  some  70,000  U.  S.  deaths. 
The  last  pandemic  was  the  1968-69  “Hong 
Kong”  flu  which  resulted  in  some  45,000  U.S. 
deaths. 

Epidemics  that  were  called  “influenza” 
were  common  among  horses  in  the  18th  and 
19th  century.  Fowl  plague,  an  avian  influenzal 
disease,  was  described  at  the  end  of  the  19th 
century.  Swine  influenza  was  first  noted  in 
pigs  in  1918  and  the  agent  was  first  isolated 
in  1930,  four  years  before  the  human  virus  was 
isolated.  Since  then,  influenza  viruses  have 
been  isolated  from  birds,  horses,  cats,  dogs 
and  non-human  primates. 

Why  is  the  influenza  virus  so  durable? 
What  is  the  secret  of  its  success?  Perhaps 
the  structure  of  the  virus  itself  can  offer  a clue. 

INFLUENZA  VIRAL  STRUCTURE 

The  influenza  virus  is  a medium-sized 
spherical  virus  containing  RNA  which  is 
broken  up  into  5-7  separate  chunks  of  nucleic 
acid  rather  than  being  one  continuous  strand 
like  the  nucleic  acid  of  most  other  viruses. 
The  RNA  is  surrounded  by  a nucleoprotein 
which  determines  whether  the  virus  is  called 
type  A,  B or  C influenza.  Influenza  A causes 
epidemics  and  pandemics  in  people  and 
animals;  Influenza  B can  cause  occasional 
epidemics  in  people  but  is  not  found  in  ani- 
mals; Influenza  C does  not  cause  epidemic 
disease  in  either  animals  or  man.  Since  Influ- 
enza type  A is  the  most  important  to  us,  the 
subsequent  discussion  will  be  limited  to  type 
A viruses. 

The  outside  of  the  virus  is  covered  by  two 
types  of  bristly  structures  called  hemaglut- 
inins  and  neuraminidases.  The  rod-like  hema- 
glutinins  (H)  help  the  virus  attach  to  cells  and 
are  necessary  for  viral  invasion.  The  knobby 
neuraminidases  (N)  are  enzymes  which  re- 
lease bound  or  newly  formed  virus  and  are 
necessary  for  extension  of  the  viral  infection. 
Four  different  H subtypes  and  two  different  N 
subtypes  can  be  distinguished  immunolog- 
ically  in  human  flu  viruses.  Human  influenza 
viruses  can  carry  only  one  N or  H subtype  at  a 
time.  Changes  in  H and  N subtypes  have  been 
associated  with  influenza  outbreaks,  and  these 
subtypes  are  listed  in  Table  I along  with  their 
former  common  names. 

Serologic  studies  determine  the  “related- 
ness” of  different  influenza  isolates  to  one 


another.  In  addition,  serologic  studies  can  be 
used  to  detect  the  traces  of  prior  infection  in 
specific  groups  of  people.  In  this  fashion,  the 
sera  of  individuals  who  survived  the  1918  pan- 
demic were  found  to  react  much  more  strong- 
ly with  the  swine  influenza  virus  isolated  in 
1930,  than  with  any  human  influenza  virus 
subsequently  isolated.  The  same  type  of 
“sero-archeology”  uncovered  pre-existing 
antibodies  to  equine-2  and  Hong  Kong  viruses 
in  the  sera  of  survivors  of  the  1889  pandemic. 


TABLE  I 

AGENTS  RESPONSIBLE  FOR 
MAJOR  INFLUENZA  OUTBREAKS 


Pandemic  1918 
Epidemic  1933 
Epidemic  1947 
Pandemic  1957 
Pandemic  1968 


HswNl.  formerly  swine 
HoNl,  formerly  Ao 
H 1 Nl,  formerly  A 1 
H2N2,  formerly  A2  (Asian) 
H3N2,  formerly  Hong  Kong 


(Modified  from  Kilbourne.  E.D.  J.  Infec.  Dis.  127:478- 
487.  1973) 


HOW  THE  VIRUS  CHANGES  ITS  COAT 

The  influenza  virus  is  unique  in  its  ability 
to  change  its  antigenic  coat  and  thus  foil 
obsolete  antibodies.  It  appears  to  accomplish 
this  by  two  distinct  mechanisms:  gradual 
antigenic  drift  and  sudden  antigenic  shift. 

Gradual  antigenic  drift  consists  of  single 
point  mutations  in  RNA  w'hich  cause  minor 
changes  in  amino  acid  sequence  on  the  hema- 
gglutinin and  neuraminidase  polypeptides.  In 
the  presence  of  antibody,  the  mutants  with 
slightly  different  antigenic  determinants  have 
a survival  advantage.  Gradually,  there  is  a 
selection  for  virus  w'ith  altered  surface  anti- 
gens. It  should  be  noted  that  the  “England” 
(1972)  and  “Victoria”  (1975)  influenza  virus 
strains  are  both  examples  of  antigenic  drift  — 
both  contain  the  basic  hemagglutinin  (H3) 
and  neuraminidase  (N2)  antigens  of  the  1968 
Hong  Kong  virus,  w'ith  slight  modifications. 

Antigenic  shift  consists  of  the  sudden  ap- 
pearance of  a new  hemagglutinin  or  neuramin- 
idase antigen  completely  unrelated  to  viruses 
pre-existing  in  the  community.  The  sudden 
appearance  of  the  Hong  Kong  virus  is  an  ex- 
ample of  antigenic  shift;  it  contained  a hema- 
gglutinin antigen  (H3)  completely  different 
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from  the  previous  Asian  flu  antigen  (H2).  The 
present  alarm  over  the  isolation  of  the  swine 
influenza  virus  is  based  on  the  past  history 
of  such  antigenic  shifts.  To  summarize, 
antigenic  drift  is  a fairly  conservative  method 
of  gradual  adaptation;  antigenic  shift  pro- 
vides a radical  strategy  for  instant  disguise. 

Where  do  the  new  antigens  come  from? 
Serologically,  certain  animal  influenza  viruses 
cross-react  with  certain  human  strains.  Hu- 
man strains  have  been  shown  to  be  infectious 
for  animals;  similarly,  animal  strains  have 
been  shown  to  be  infectious  for  human  volun- 
teers. The  hemagglutinin  and  neuraminidase 
antigens  are  coded  by  independent  genes 
(probably  on  different  chunks  of  nucleic  acid). 
Hybrids  of  human  and  animal  viruses  have 
been  made  which  contain  the  neuraminidase 
of  one  parental  strain  and  the  hemagglutinin 
of  the  other  parental  strain.  These  hybrids 
have  a survival  advantage  when  they  are  pro- 
duced in  hosts  partially  immune  to  the  par- 
ental strains.  Thus,  “new”  human  influenza 
subtypes  may  be  recombinants  of  “old” 
animal  and  “old”  human  viruses. 

THE  SWINE  INFLUENZA  VIRUS 

In  the  early  1900’s,  according  to  this 
hypothesis,  the  prevalent  influenza  A prob- 
ably resembled  the  Hong  Kong  virus.  The 
swine  influenza  virus  probably  existed  neither 
in  pigs  nor  man.  In  1918,  the  swine  influenza 
virus  arose  as  a new  recombinant  of  equine  or 
avian  and  human  viruses,  and  caused  pan- 
demic disease  in  man.  Subsequently,  it  was 
transmitted  to  swine,  causing  epidemic  dis- 
ease. In  the  years  which  followed  World  War 
I,  there  was  sufficient  immunity  in  the  human 
population  to  prevent  the  return  trip  from  pig 
to  man.  After  a number  of  years,  enough  sus- 
ceptible humans  might  have  accrued  to  sup- 
port a new  swine  influenza  outbreak  — but  by 
then,  the  virus  would  have  been  passed  in 
pigs  long  enough  to  have  lost  its  virulence  for 
man.  These  considerations  may  explain  the 
long  absence  of  human  cases  of  swine  influ- 


enza. Recently,  a new  recombinant  presum- 
ably restored  the  genes  necessary  for  human- 
to-human  transmission. 

In  1974,  a swine  influenza  virus  was  iso- 
lated from  the  lungs  of  a Minnesota  boy  with 
fatal  Hodgkin’s  disease,1  and  a rise  in  titer  to 
swine  influenza  was  documented  in  an  eight- 
year-old  Wisconsin  boy,2  but  no  evidence  of 
human-to-human  transmission  was  found  in 
either  of  those  cases.  In  February  1976,  at 
Fort  Dix,  New  Jersey,  four  swine  influenza 
viruses  were  isolated  during  an  influenza  out- 
break. One  was  from  an  18-year-old  recruit 
who  died.2  Several  hundred  soldiers  had  ser- 
ologic evidence  of  infection.  In  Pennsylvania, 
four  of  1 1 family  contacts  of  one  of  the  re- 
cruits had  antibodies  against  the  swine  virus.3 
In  Virginia,  there  was  serologic  evidence  of 
swine  influenza  in  two  patients  with  pneu- 
monia.4 In  Mississippi,  16  of  34  slaughter 
house  workers  linked  to  a clinical  case  of 
swine  influenza  had  antibodies  against  swine 
flu.4 

The  Fort  Dix  studies  provide  particularly 
good  evidence  that  human  transmission  of 
swine  flu  has  occurred,  and  we  can  presume 
that  it  has  already  spread  subclinically  to  a 
number  of  other  states. 

Although  we  cannot  predict  how  quickly 
the  new  strain  will  spread  or  how  virulent  it 
will  be,  the  best  strategy  to  avoid  a new  pan- 
demic with  a 1918-like  virus  is  mass  immuni- 
zation against  the  Fort  Dix  Influenza  strain. 
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INFLUENZA  IMMUNIZATION  IN 
SOUTH  CAROLINA 


RICHARD  L.  PARKER,  D.V.M.,  M.P.H.* 


The  background  for  a National  Program  to 
immunize  the  population  against  the  A/New 
Jersey  (swine-like)  influenza  has  been  pre- 
sented by  Dr.  Lourie.  1 will  review  the  devel- 
opment of  the  national  program  and  specific 
details  that  will  apply  in  South  Carolina. 
Since  certain  details  of  the  program  are 
changing  as  new  information  becomes  avail- 
able, it  should  be  noted  that  the  information 
following  dates  from  June  30,  1976. 

The  Federal  government  was  supplied 
funds  ($135  million)  to  develop  the  immuni- 
zation program  and  as  a result  requested 
grant  applications  which  were  to  be  made 
following  specified  guidelines.  The  time  inter- 
val was  short.  The  date  of  the  request  was 
April  15,  the  application  was  due  on  May  1. 
The  request  specified  that  only  those  agencies 
with  pre-existing  immunization  grants  w'ere 
eligible  to  apply.  In  South  Carolina  the  only 
qualifying  agency  was  the  Department  of 
Health  and  Environmental  Control.  The  orig- 
inal application  was  dated  April  29.  but  was 
cleared  and  sent  to  Atlanta  on  May  4.  The 
original  grant  application  which  was  sub- 
mitted to  CDC  requested  $371,000.  20  jet 
injectors,  and  vaccine.  The  final  award  was 
for  $297,000,  20  jet  injectors,  and  vaccine. 
With  a State  population  of  about  2.8  million, 
the  grant  furnishes  less  than  11c  per  person 
for  the  cost  of  administering  the  vaccine,  if 
all  were  eligible  to  receive  the  vaccine. 

*Chief,  Bureau  of  Epidemiology,  S.  C.  • Department  of 
Health  and  Environmental  Control 


The  South  Carolina  Medical  Association 
was  informed  of  the  grant  application  at  its 
annual  meeting  in  Myrtle  Beach  the  week  of 
May  3,  and  voted  their  affirmation  of  cooper- 
ation. Dr.  J.  D.  Gilland  has  since  reconfirmed 
this  support  and  has  written  all  physicians  in 
the  State  regarding  the  program. 

The  overall  strategy  for  the  implementation 
of  the  influenza  program  is  based  on  the  fol- 
lowing points: 

1.  The  distribution  of  influenza  vaccine  to 
private  physicians  for  immunization  of 
their  patients. 

2.  The  creation  of  special  influenza  immuni- 
zation teams  to  immunize  population  ag- 
gregates, such  as  industrial  complexes, 
institutions,  and  schools;  and  to  convene 
special  community  clinics  at  locations 
easily  accessible  to  persons  desiring  im- 
munizations. 

3.  The  influenza  immunization  of  persons 
attending  public  clinics  in  each  of  the  46 
counties  during  normal  operating  hours. 

Since  the  influenza  vaccine  is  being  fur- 
nished by  the  Federal  government,  there  will 
be  no  charge  for  the  vaccine  or  for  adminis- 
tering the  vaccine  through  the  special  commu- 
nity clinics  or  regular  health  department 
clinics.  Upon  request,  vaccine  will  be  supplied 
to  the  private  medical  sector  through  local 
health  departments,  with  the  understanding 
that  the  patient  will  not  be  charged  for  the 
vaccine  itself,  but  only  for  the  cost  of  admin- 
istering the  vaccine.  Exact  charges  will  be 
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left  to  the  discretion  of  the  individual  physi- 
cians. Prior  to  the  availability  date  of  the  vac- 
cine, physicians  will  be  supplied  with  ordering 
and  accountability  forms. 

Since  the  Federal  government  is  providing 
the  vaccine  and  only  limited  financial  assis- 
tance is  available  to  the  State  for  administra- 
tion of  the  vaccine,  the  majority  of  the  admin- 
istration expenses  must  be  shouldered  by  pub- 
lic and  private  health  resources  within  the 
State  of  South  Carolina.  In  addition  the 
ultimate  success  of  this  program  will  rely 
heavily  on  the  degree  of  support  and  partici- 
pation by  voluntary  organizations.  Clearly 
the  philosophy  of  the  program  must  be  that 
the  vaccine  is  being  provided  and  that  it  is 
up  to  existing  State  resources  to  provide  for 
its  administration. 

The  immunization  program  will  be  coordi- 
nated locally  by  the  Department  of  Health 
and  Environmental  Control  through  their 
District  Medical  Directors.  The  Department 
of  Health  and  Environmental  Control  in  Co- 
lumbia will  provide  assistance  with  recruit- 
ment and  training  of  special  personnel,  vac- 
cine distribution  to  the  districts,  and  consoli- 
dation of  records.  Special  personnel  will  be 
provided  to  and  supervised  by  the  District 
Medical  Directors  and  will  help  to  organize 
clinics,  distribute  vaccine  and  assist,  in 
clinics,  in  the  administration  of  the  vaccines. 

Recently  completed  vaccine  trails  indicate 
the  safety  and  effectiveness  of  the  vaccine 
in  adults.  The  primary  target  population  of  an 
influenza  immunization  program  must  be  the 
chronically  ill  (especially  those  with  respir- 
atory and  circulatory  disease)  and  the  aged. 
About  15%  of  the  expected  supply  of  the  vac- 
cine will  have  both  A/New  Jersey  (swine- 
like) component  and  an  antigen  of  the  A/ 
Victoria  strain  prevalent  in  much  of  the 
United  States  (and  South  Carolina)  earlier 
this  year.  This  will  make  administration  of  the 
bivalent  vaccine  to  medically  high  risk  groups 
of  special  importance.  Because  of  limited  sup- 
ply, care  needs  to  be  exercised  to  assure  use 
of  the  bivalent  vaccine  where  indieated. 

Satisfactory  results  with  the  vaccine  against 
the  A/ New  Jersey  strain  have  been  reported 
in  adults  (over  23  years  of  age);  however,  as 
yet,  no  definite  recommendations  have  been 
made  for  those  in  younger  age  groups.  Fur- 
ther testing  is  in  progress  and  the  results 


should  become  available  in  August. 

It  is  now  expected  that  vaccines  will  be- 
come available  in  late  August,  or  more  prob- 
ably, early  September.  A type  B/Hong  Kong 
vaccine  is  presently  being  sold  by  private 
producers  and  may  be  considered  for  those  at 
high  risk;  however,  care  should  be  exercised 
to  prevent  confusion  with  the  vaccine  against 
type  A/New  Jersey  or  A/ New  Jersey  and  A/ 
Victoria.  It  is  understood  that  the  only  type 
A vaccine  produced  this  year  will  be  that  fur- 
nished by  the  Federal  government,  purchased 
from  major  U.  S.  producers. 

The  producers  of  the  vaccine  sold  to  the 
government  have  raised  serious  questions 
regarding  liability.  As  a pre-requisite  to  sup- 
plying vaccine  they  have  insisted  upon  a for- 
mal execution  of  an  informed  consent  form  by 
all  vaccinees  not  receiving  the  vaccine 
through  the  Public  Health  Agencies.  The  form 
will  be  made  available  to  physicians  if  they 
feel  they  want  to  use  it.  Our  initial  order  will 
be  for  1,000,000  consent  forms  for  the  A/ 
New  Jersey  vaccine  and  500,000  for  the  bi- 
valent A/New  Jersey-A/ Victoria  vaccine. 
Additional  supplies  of  the  consent  forms  will 
be  ordered  as  needed. 

In  addition  to  “informed  consent”  forms, 
records  will  have  to  be  kept  on  the  age  of 
vaccinees  and  the  lot  number  of  the  vaccine 
administered.  It  is  expected  that  broad  age 
categories  will  be  adequate.  The  information 
will  be  used  to  estimate  the  proportion  of 
various  age  groups  reached  by  the  program. 

The  program  to  immunize  against  influenza 
will  have  the  largest  target  population  of  any 
public  health  program  ever  attempted.  It 
will  depend  on  close  cooperation  of  the  med- 
ical profession,  public  health  agencies,  and 
voluntary  organizations  for  success.  □ 
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This  case  of  Addison’s  disease  emphasizes 
that  adrenal  destruction  may  still  be  caused 
by  tuberculosis  rather  than  the  currently  more 
frequent  idiopathic  atrophy.  The  insiduous 
symptomatology  is  clearly  portrayed  includ- 
ing psychic  phenomena.  The  changing  pattern 
of  the  serum  electrolytes  and  calcification 
in  the  adrenal  gland,  even  in  the  absence  of 
striking  pigmentation,  should  have  provided 
the  diagnostic  clues. 

A 50-year-old  white  male  was  first  admitted 
to  the  Charleston  Veterans  Administration 
Hospital  in  July  1967  for  excision  of  a squa- 
mous cell  carcinoma  of  his  left  ear.  He  gave  a 
past  history  of  rheumatic  fever  in  1944  for 
which  he  was  taking  oral  penicillin.  A back 
injury  in  1958  resulted  in  collapse  of  the  sec- 
ond lumbar  vertebra.  On  physical  examina- 
tion he  weighed  118  pounds,  blood  pressure 
was  110/70  mm  Hg.  (average  blood  pressures 
throughout  hospital  stay  were  106/68  mm 
Hg.).  He  had  a grade  1/6  systolic  murmur 
heard  over  the  entire  precordium  but  loudest 
at  the  apex  and  along  the  left  sternal  border. 
Urinalysis  showed  no  abnormality.  Hemo- 
gram was  normal  except  for  40  per  cent 
lymphocytes  and  10  eosinophils. 

* Medical  University  of  South  Carolina,  Charleston.  S.  C. 

29401. 


His  second  admission  was  in  December 

1967  for  the  evaluation  of  intermittent  pre- 
cordial chest  pain.  His  weight  was  II6C2 
pounds.  Blood  pressure  140/80  mm  Hg.  with 
an  average  blood  pressure  throughout  his 
hospital  stay  of  125/75  mm  Hg.  An  electro- 
cardiogram revealed  left  axis  deviation.  A 
double  Master’s  test  was  negative.  X-rays 
revealed  collapse  of  the  second  lumbar  verte- 
bra, calcification  of  the  abdominal  aorta  and 
several  areas  of  calcific  density  overlying  the 
mid-portion  of  the  left  kidney.  Hemogram  was 
normal  except  for  a lymphocytosis  (44%)  and 
an  eosinophilia  of  14.  The  urea  nitrogen  was 
21  mg,  fasting  blood  sugar  90,  combining 
power  was  25,  chlorides  102,  sodium  139, 
potassium  5.2  and  cholesterol  290. 

He  was  readmitted  in  January  1968  for 
coronary  arteriography.  His  weight  was  118 
pounds.  Blood  pressures  averaged  117/77 
mm  Hg.  The  heart  was  described  on  x-ray  as 
being  small  and  vertical.  The  hemoglobin 
was  14.0  gm,  the  white  cell  count  was  11,600 
with  43  polynuclear  leucocytes,  2 band-forms, 
39  lymphocytes,  3 monocytes,  2 basophils, 
and  14  eosinophils.  A treadmill  exercise 
test  was  negative.  He  refused  coronary  arteri- 
ography. 

He  was  admitted  for  the  fourth  time  in  July 

1968  for  a lesion  on  the  left  ear  which  biopsy 
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revealed  to  be  a sclerosing  hemangioma.  At 
that  time  he  complained  of  decreased  appe- 
tite and  weighed  105  pounds.  His  average 
blood  pressure  throughout  this  stay  was  105/ 
65  mm  Hg.  A barium  enema,  done  because  of 
a complaint  of  chronic  constipation  was  with- 
in normal  limits.  The  hemoglobin  was  13.9 
gm  and  the  white  cell  count  was  11,400,  33 
per  cent  neutrophils,  56  per  cent  lymphocytes 
and  1 1 per  cent  eosinophils. 

His  fifth  admission  occurred  in  October 
1969  for  complaints  of  epigastric  pain,  vomit- 
ing and  a questionable  episode  of  transient 
left  sided  weakness.  He  weighed  1 1 1 pounds. 
His  average  blood  pressure  during  the  hos- 
pital stay  was  102/60  mm  Hg.  A right  carotid 
bruit  was  noted  and  a grade  1/6  systolic  mur- 
mur was  again  described.  An  upper  gastro- 
intestinal series  revealed  a deformed  duo- 
denum which  was  interpreted  as  secondary 
to  ulcer  disease.  Blood  studies  revealed  a 
hemoglobin  of  13.2  gm  and  a white  cell  count 
of  11,300  with  47  per  cent  neutrophils,  34 
lymphocytes,  7 monocytes  and  12  eosinophils. 
The  carbon  dioxide  was  24  mEq,  the  chlor- 
ides 95  mEq,  sodium  135  mEq  and  the  po- 
tassium 5.5  mEq  per  liter.  Examination  of 
the  feces  revealed  hookworm  ova.  The  pa- 
tient responded  well  to  medical  treatment. 

On  his  final  admission,  April  3,  1970,  he 
presented  with  a one-month  history  of  almost 
daily  episodes  of  syncope.  These  usually  oc- 
curred at  rest  and  were  preceded  by  a “bad 
feeling”  in  his  chest  which  radiated  to  his 
left  arm.  During  several  of  these  episodes, 
the  family  stated  they  were  unable  to  feel  any 
pulses.  The  periods  of  unconsciousness  lasted 
from  30  seconds  to  several  minutes.  On  phy- 
sical examination,  he  weighed  11314  pounds. 
The  blood  pressure  was  100/70  mm  Hg. 
supine  and  90/50  mm  Hg.  sitting  with  a reg- 
ular pulse  of  72  per  minute.  He  was  described 
as  being  thin  and  quite  weak  generally.  A 
grade  1-11/ IV  systolic  murmur  was  heard  at 
the  apex,  along  the  left  sternal  border  and  in 
the  aortic  area  and  a split  pulmonic  second 
sound  was  described.  Bruits  were  heard  over 
the  right  and  left  carotid  arteries.  There  were 
also  bilateral  femoral  bruits  with  decreased 
pedal  pulses  bilaterally.  A neurological 
examination,  except  for  generalized  weak- 
ness, was  within  normal  limits.  Hemogram 
revealed  a hemoglobin  of  13.2  gm,  white 


blood  cells  were  9,500  with  28  per  cent  neu- 
trophils, 64  per  cent  lymphocytes,  5 per  cent 
monocytes  and  3 per  cent  basophils.  The  so- 
dium was  123  mEq,  the  potassium  6.2  mEq, 
the  chlorides  102  mEq,  and  the  carbon  diox- 
ide 16  mEq  per  liter. 

An  electrocardiogram  revealed  left  axis 
deviation,  first  degree  atrioventricular  block 
and  tall  peaked  T waves  in  the  precordial 
leads. 

Shortly  after  admission,  he  had  a run  of 
ventricular  tachycardia  accompanied  by  syn- 
cope and  was  started  on  Quinidine  orally  and 
a xylocaine  intravenous  drip.  Over  the  next 
four  hours,  he  had  two  more  brief  runs  of 
ventricular  tachycardia  and  intravenous 
pronestyl  was  added  to  the  regimen.  At  9 
p.m.  on  the  day  of  admission,  he  had  cardio- 
respiratory arrest.  He  was  resuscitated.  How- 
ever following  resuscitation,  hypotension  was 
noted  and  intravenous  aramine  was  started. 
The  blood  pressure  was  maintained  at  70-80 
mm  Hg.  systolic.  In  the  early  afternoon  of 
the  following  day,  the  patient  again  had  a 
cardiac  arrest.  Resuscitation  attempts  were 
unsuccessful. 

Dr.  Colwell:  We  have  a man  who  was 

admitted  six  times  over  a two-and-a-half  year 
span.  We  get  very  few  clues  on  his  first  ad- 
mission whose  primary  purpose  was  for  the 
excision  of  a squamous  cell  carcinoma.  About 
six  months  later  he  was  admitted  because  of 
chest  pain.  This  apparently  was  thought  to  be 
anginal  in  nature.  The  next  admission  was  for 
coronary  angiography  which  was  not  per- 
formed. On  the  fourth  admission  biopsy  of  an 
aural  lesion  revealed  a benign  condition.  At 
this  time,  there  is  the  first  mention  of  symp- 
toms related  to  the  digestive  system,  de- 
creased appetite  and  chronic  constipation. 
On  the  fifth  admission  the  gastro-intestinal 
symptoms  have  become  more  prominent.  It  is 
now  approaching  three  years  since  he  first 
presented  for  excision  of  a squamous  cell 
carcinoma.  The  constellation  of  symptoms  is 
now  slowly  expanding  with  the  onset  of 
emesis  and  overt  epigastric  pain  as  well  as  a 
possible  neurological  deficit.  He  is  a compar- 
atively young  man,  whose  last  two  hospital 
vistations  were  primarily  for  medical  com- 
plaints instead  of  for  the  resection  of  skin 
lesions.  About  six  months  later  he  experi- 
ences his  final  admission,  remaining  in  the 
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hospital  only  two  days  before  dying.  His  re- 
turn to  the  hospital  was  prompted  by  almost 
daily  attacks  of  syncope  usually  occurring  at 
rest  and  preceded  by  a bad  feeling  in  his  chest 
which  radiated  to  his  left  arm.  The  family 
couldn’t  feel  any  pulses  during  these  episodes 
which  lasted  up  to  several  minutes  in  duration. 
Unconsciousness  accompanied  these  attacks. 
His  course  during  the  two  days  of  hospitali- 
zation was  characterized  by  runs  of  ven- 
tricular tachycardia,  followed  by  cardiores- 
piratory arrest  and  death.  So  it  is  a progres- 
sive disease  whose  symptoms  became  more 
defined  and  dramatic  during  his  last  two  ad- 
missions. Thus  far.  1 have  concentrated  on 
symptomatology  which  we  should  now  cor- 
relate with  the  physical  and  laboratory  find- 
ings. There  are  several  things  that  hit  one’s 
eye  right  away.  He  weighed  118  pounds  in 
January,  1968  and  six  months  later  he  was 
down  to  105  pounds.  Although  he  regained 
some  weight,  he  obviously  remained  under- 
weight. The  average  blood  pressure  through- 
out the  first  admission  was  106/68.  It  stayed 
roughly  in  this  range  throughout  his  course. 
On  the  fifth  admission  a carotid  bruit  is  de- 
scribed for  the  first  time.  Presumably  because 
of  the  left-sided  weakness  the  carotids  were 
listened  to  very  carefully.  On  the  last  admis- 
sion femoral  bruits  had  appeared,  accom- 
panied by  decreased  pulses  in  the  feet.  Uri- 
nalyses and  hemoglobin  determinations  were 
normal  throughout.  A number  of  white  blood 
cell  counts  and  differentials  are  recorded.  In 
general,  the  white  cell  count  ranged  between 
nine  to  eleven  thousand  but  more  importantly 
on  every  admission  except  the  last  there  was 
not  only  a relative  but  absolute  lymphocy- 
tosis and  eosinophilia.  We  have  some  bio- 
chemical data  which  is  useful  as  well.  These 
begin  to  appear  in  the  second  admission.  On 
the  second  admission  he  has  a sodium  of  139 
mEq  and  a potassium  of  5.2  mEq.  On  the  last 
admission  the  sodium  is  123  mEq  with  a 
potassium  of  6.2  mEq.  So  there  is  a decreas- 
ing sodium  and  increasing  potassium  through- 
out the  course  of  this  disease.  Initial  electro- 
cardiograms were  normal  except  for  let t axis 
deviation.  Master’s  tests  were  normal.  We  do 
not  have  the  benefit  of  coronary  angiography, 
but  evidence  for  coronary  artery  disease  is 
tenuous.  The  changes  in  his  cardiogram  on 
the  last  admission  are  fitting  to  the  hyper- 


kalemia. There  is  the  possibility  of  a chronic 
duodenal  ulcer.  But  neither  this  nor  any  of  the 
other  afflictions  from  which  he  suffered  from 
1944  to  1966  explain  the  constellation  of 
symptoms  let  alone  the  biochemical  derange- 
ments that  we  have  documented.  Really  there 
is  only  one  disease  that  behaves  in  this  fash- 
ion; progressive  adrenal  insufficiency.  If 
one  consults  the  original  description  of  Ad- 
dison’s disease  one  finds  every  one  of  these 
symptoms  recorded  in  the  first  case,  described 
in  1855,  except  for  left-sided  weakness.  Gen- 
eralized weakness  is  a frequent  complaint; 
more  than  95  per  cent  of  patients  with  adrenal 
insufficiency  complain  of  asthenia.  Abnor- 
malities of  gastro-intestinal  function  are  fre- 
quent and  are  often  early  symptoms  of  pro- 
gressive adrenal  hvpofunction.  Unexplained 
symptomatology  such  as  anorexia,  ill-defined 
abdominal  pain,  and  nausea  are  characteris- 
tic complaints  in  early  adrenal  insufficiency. 
The  progression  of  events  to  severe  hypo- 
tension, syncope,  ventricular  tachycardia 
and  death  is  also  a typical  termination  for 
untreated  adrenal  failure.  Patients  with 
adrenal  insufficiency  are  usually  underweight. 
Arterial  hypotension,  often  postural,  occurs 
in  90  to  95  per  cent  of  cases  with  Addison’s 
disease.  I feel  strongly  that  this  is  adrenal 
insufficiency  because  of  the  constellation  of 
symptoms  reinforced  by  the  laboratory  data. 
An  absolute  lymphocytosis,  and  elevation  in 
eosinophils  are  both  characteristic  hemato- 
logical findings  in  Addison’s  disease.  The  bio- 
chemical findings  of  progressive  hyponatre- 
mia, with  concomitant  increase  in  serum  po- 
tassium are  characteristic.  Aldosterone  de- 
ficiency occurs  eventually  as  the  adrenal 
destruction  advances.  More  and  more  sodium 
is  lost  in  the  urine  and  in  the  presence  of  a 
diminished  sodium  intake  the  output  will 
exceed  the  intake,  particularly  if  the  patient 
is  also  sweating.  The  patient  will  then  be- 
come hypovolemic,  go  into  shock  and  expire. 

Now  we  have  to  predict  what  we  are  going 
to  see  in  the  adrenals  at  postmortem.  There 
are  two  major  causes  of  adrenal  insufficiency, 
so-called  idiopathic  atrophy  and  granulo- 
matous disease,  tuberculous  or  fungal.  For- 
merly they  were  roughly  equal  in  terms  of 
incidence,  but  tuberculosis  is  now  less  com- 
mon as  a cause.  Destruction  by  tumors  or 
amyloid  are  rare.  Bilateral  hemorrhage,  par- 
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ticularly  with  anticoagulants,  tends  to  occur 
more  frequently  than  formerly.  X-ray  inter- 
pretation might  be  extremely  helpful  at  this 
point.  Dr.  Griffin,  please  review  the  films 
for  us. 

Dr.  Griffin:  I placed  these  x-rays  in  chrono- 
logical order.  1 think  the  only  thing  you  can 
appreciate  is  that  a very  normal  appearing 
heart  actually  appears  to  decrease  in  size  over 
this  period  of  time.  The  very  small  heart  is 
described  in  Addison’s  disease  and  although 
it  is  not  an  absolute  diagnostic  feature,  it  is 
something  that  this  man  demonstrates.  On 
his  second  admission  we  had  a film,  taken 
presumably  for  the  old  compression  fracture 
of  his  lumbar  spine,  which  was  most  inter- 
esting. The  changes  in  the  spine  appear  trau- 
matic and  do  not  suggest  tuberculosis.  We 
note  a small  focus  of  calcification  lying  just 
above  the  upper  pole  of  the  right  kidney 
which  certainly  looks  like  adrenal  calcification. 
On  his  fifth  admission  two  gastro-intestinal 
series  were  performed.  Again  there  is  a nicely 
demonstrated  focus  of  calcification  in  the  re- 
gion of  the  right  adrenal.  Presumably  this  was 
not  seen  by  those  doing  the  studies  as  there  is 
no  mention  in  the  record.  The  gastro-intestinal 
series  show  some  deformity  in  the  region  of 
the  antrum  and  pylorus,  but  1 was  not  par- 
ticularly impressed. 

Dr.  Colwell:  The  adrenal  calcification 

strongly  suggests  tuberculosis  as  the  culprit, 
and  1 believe  we  will  find  the  adrenals  de- 
stroyed by  this  disease. 

Dr.  Gardner:  The  autopsy  showed  a con- 

ventional compression  fracture  of  the  verte- 
bra. The  heart  was  small,  with  only  a moder- 
ate degree  of  coronary  atherosclerosis.  The 
posterior  leaf  of  the  mitral  valve  was  thick- 
ened and  fibrotic  with  short,  stubby  chordae. 
Immediately  adjacent  to  this  deformed  valve 
was  an  inter-atrial  septal  defect,  a persistent 
ostium  primum.  Despite  the  history  of  rheu- 
matic heart  disease,  there  was  no  residua 
microscopically,  and  we  view  this  abnormality 
of  the  mitral  valve  as  part  of  a congenital  de- 
formity related  to  the  septal  defect.  This 
defect  is  located  immediately  adjacent  to  the 
A-V  node  and  main  conduction  bundle. 
Dense  fibrous  tissue  lies  adjacent  to  and  pre- 
sumably impinges  upon  it.  There  was  also 
some  fatty  replacement  of  the  node  and  main 
bundle.  We  relate  this  to  his  heart  block  and 


Adams-Stoke’s  attacks.  The  adrenals  still 
have  the  tripolar  configuration  of  these  glands 
but  there  is  no  distinction  between  cortex  and 
medulla,  their  substance  being  homogeneous 
except  for  some  calcified  yellowish  white 
patches  (Fig.  1).  One  could  superimpose  the 


Figure  1.  Right  adrenal  showing  obliteration  of  cortical 
and  medullary  patterns  with  central  calcification. 


adrenal  with  its  calcification  onto  the  enlarged 
representation  of  the  radiograph  and  they 
would  correspond  almost  exactly  (Fig.  2). 
Microscopically  the  adrenals  were  homogene- 
ous acellular  eosinophilic  masses  with  peri- 
pheral remnants  of  adrenal  parenchyma 
and  an  inflammatory  infiltrate  which  was 
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predominantly  lymphocytic.  Very  rarely  one 
could  discern  a typical  multinucleated  giant 
cell  (Fig.  3).  Acid-fast  stain  on  the  amor- 
phous eosinophilic  material  revealed  that  it 
was  teeming  with  tubercle  bacilli.  Despite 
careful  search  of  his  lungs  and  hilar  lymph 
nodes  there  was  no  evidence  of  either  active 
or  old  tuberculosis.  This  is  not  at  all  uncom- 
mon; indeed  many  cases  of  tuberculous  Ad- 
dison’s disease  have  no  evidence  of  either  pre- 
existent or  concurrent  tuberculosis. 

FINAL  PATHOLOGICAL  DIAGNOSIS 
TUBERCULOUS  ADDISON’S  DISEASE. 
PERSISTENT  OSTIUM  PRIMUM  WITH 
FIBROSIS  AND  IMPINGEMENT  ON  THE 
BUNDLE  OF  HIS. 


Figure  2.  X-ray  showing  calcification  of  right  adrenal 
gland.  The  calcification  in  the  gross  specimen  may  be 
neatly  superimposed  on  the  radiograph. 


Figure  3.  Fibrosis  and  lymphocytic  infiltrate  with  an 
occasional  multinucleated  giant  cell.  Granulomas  were 
scarce,  but  the  tissues  teemed  with  tubercle  bacilli.  Hema- 
toxylin and  Eosin  X 100. 

Question:  Was  there  darkening  of  the  skin? 

Dr.  Gardner:  In  reviewing  the  chart  the 

only  mention  of  Addison's  disease  is  in  the 
student’s  work-up.  This  is  a’so  the  only  place 
that  darkening  of  the  skin  is  mentioned.  One 
examiner  stated  that  the  patient  was  more 
senile  than  one  would  expect  for  age  52. 
Would  you  care  to  comment  on  the  psychic 
abnormalities  of  Addison’s  disease? 

Dr.  Colwell:  Patients  with  Addison’s  dis- 

ease may  have  marked  personality  changes. 
I think  increasing  pigmentation  of  the  skin 
in  a white  individual  is  probably  the  most 
useful  clinical  finding.  I suspect  this  man  real- 
ly had  darkening  of  the  skin. 

Dr.  Gardner:  I mentioned  the  psychic 

phenomena  because  in  a review  of  cases  of 
Addison’s  disease  at  another  University  I 
could  find  only  eight  cases,  three  of  whom  had 
died  on  the  psychiatry  service,  one  of  them 
being  the  wife  of  a physician.  These  data  im- 
pressed me  somewhat.  □ 


August.  1976 


313 


AUXILIARY  PRESIDENT’S  PAGE 


I his  month,  I have  asked  Mrs.  Alton  Brown,  who  is  our 
First  Vice  President,  to  report  to  you  on  Membership. 


Mrs.  Lucius  Cline,  President 


JOIN  US  - WE  CAN  DO  MORE  TOGETHER 

In  this  trying  period  of  almost  universal  abuse  of  organized  medicine,  membership  in  the 
South  Carolina  Medical  Auxiliary  is  a must.  Doctors’  wives  are  vital  to  their  communities  and 
have  many  demands  on  their  time.  They  are  active  in  every  phase  of  church  and  community  life 
and  serve  on  every  major  board. 

There  are  some  1900  members  of  the  S.  C.  Medical  Association  and  1157  members  of  its 
auxiliary.  Is  your  spouse  or  mother  among  the  missing  743?  If  so,  have  them  complete  the  form 
at  the  end  of  this  article.  We  believe  that  membership  in  the  auxiliary  to  your  professional  or- 
ganization should  have  top  priority.  If  your  county  does  not  have  a medical  auxiliary,  encourage 
your  spouse  to  take  the  initiative  to  organize  one  or  to  become  a member-at-large. 

Membership  is  more  than  just  members.  It  is  having  fun  together,  becoming  more  know- 
ledgeable about  your  spouse’s  profession  and  its  problems  and  becoming  involved  in  meaningful 
projects.  It  is  the  only  organization  in  which  a doctor’s  spouse  can  join  forces  with  thousands  of 
other  doctors’  spouses  to  assist  the  medical  profession  and  its  program  for  the  advancement  of 
medicine  and  better  delivery  of  health  services  for  all  people. 

Let’s  make  1976-1977  a joint  partnership  - an  auxiliary  member  for  every  member  of  SCMA  - 
every  physician  in  South  Carolina  a member  of  the  South  Carolina  Medical  Association.  In  unity 
there  is  strength.  South  Carolina  needs  one  voice  crying  out  in  behalf  of  organized  medicine. 
The  combined  total  of  our  voices  will  be  heard;  we  can  have  a real  impact  on  decision  makers. 
JOIN  US  - WE  CAN  DO  MORE  TOGETHER. 


I am  interested  in: 

Becoming  a member  of  the  S.  C.  Medical  Auxiliary 

Membership-at-large 

Member  of  County  Auxiliary 

Organizing  an  auxiliary 

1 am  willing  to  invite  a group  to  my  home  to  discuss  Medical  Auxiliary 

Name  Phone 

Address  

COMPLETE  AND  MAIL  TO:  Mrs.  Alton  Brown 

904  Myrtle  Drive 
Rock  Hill,  S.  C.  29730 
Phone:  327-3388 
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ON  CONSUMERISM 

A consumer  is  someone  who  purchases 
goods  or  services  to  satisfy  his  needs.  Free 
society  allows  him  to  choose  — from  among 
alternatives  — those  goods  or  services  which 
he  will  purchase.  The  extent  to  which  his 
choice  brings  satisfaction  will  depend  in 
large  measure  on  the  extent  to  which  his 
choice  is  based  on  prior  knowledge  and  logic. 

The  consumer  of  medical  goods  and  ser- 
vices has,  historically,  all  too  often  lacked 
the  prior  knowledge  and  logic  to  make  a 
sound  choice.  Some  200  years  ago.  Dr.  Samuel 
Johnson  observed  that  “a  physician  in  a great 
city  seems  to  be  the  mere  plaything  of  fortune; 
his  degree  of  reputation  is,  for  the  most  part, 
totally  casual;  they  that  employ  him  know  not 
his  excellence;  they  that  reject  him  know'  not 
his  deficience.”  I believe  that  most  current- 
day  physicians  would  agree  that  there  is  often 
poor  correlation  between  consumer  satisfac- 
tion and  the  services  actually  rendered.  A 
recent  editorialist  stated  as  axiomatic  that 
“the  consumer  is  particularly  blind  in  pur- 
chasing medical  care.”1 

I submit,  however,  that  our  profession  can- 
not be  blamed  for  making  unavailable  to  the 
public  the  information  requisite  for  rational 
choices.  There  is  ample  evidence  to  the  con- 
trary. The  American  Medical  Association  will 
provide  literature  on  nearly  every  medical  sub- 
ject to  the  public,  for  the  asking.  There  exists 
a national  foundation  with  prominent  phy- 
sician members  — for  nearly  every  category 
of  disease,  providing  information  and  assist- 
ing the  individual  patient.  County  medical 
societies  and  local  hospitals  maintain  staffs 
which  will  assist  the  citizen  in  search  of  a 
doctor.  And  before  his  initial  office  visit,  the 
patient  should  have  no  difficulty  in  learning 
of  the  doctor’s  qualifications,  his  fees,  and 
the  nature  of  his  practice.  Doctors  provide 
free  advice  in  syndicated  columns  and  other 
publications.  It  should  be  added  that  all  of 
these  avenues  for  information  antedate  the 
current  “consumer  rights  movement.” 


Within  the  past  year,  a number  of  con- 
sumer-oriented books  have  been  published, 
BY  PHYSICIANS,  which  should  be  of  benefit 
to  the  public.  That  some  of  these  books  may 
be  a source  of  some  disquietude  to  doctors  is, 
however,  evident  in  their  titles.  Several  ex- 
amples suffice:  How  to  be  Your  Own  Doctor 
— Sometimes,  by  Dr.  Keith  W.  Sehnert  (with 
Howard  Eisenberg),  How  to  Choose  and  Use 
Your  Doctor,  by  Dr.  Marvin  S.  Belsky  (with 
Leonard  Gross),  and  Talk  Back  to  Your  Doc- 
tor, by  Dr.  Arthur  Levin.2  Dr.  Levin’s  book  is 
perhaps  the  most  talked-about,  and  will  be 
reviewed. 

Doctor  Levin  begins  by  asserting  that, 
although  most  experts  believe  that  the  way  to 
better  health  care  delivery  is  self-regulation 
through  peer  review,  a more  powerful  force 
is  the  informed  consumer.  The  informed  con- 
sumer is  a neglected  “weapon  in  the  fight  to 
improve  quality,”  who  must  begin  to  “talk 
back.”  This  does  not  necessarily  invoke  an- 
tagonism: 

Dr.  Levin’s  forcefully-written  book  enumer- 
ates many  “principles,”  set  forth  in  bold- 
faced type,  which  most  physicians  would 
probably  accept  as  valid.  These  include  ad- 
vice on  how  to  choose  a doctor,  what  to  ex- 
pect from  an  examination,  what  to  know  about 
laboratory  tests  and  differential  diagnosis, 
how  to  seek  another  opinion,  and  how  to  insist 
on  an  explanation  of  what  is  wrong  in  medical 
terms.  Most  of  these  “principles”  should  be 
helpful  to  doctors  as  well  as  patients.  How- 
ever, there  are  three  general  aspects  of  the 
book  which  are  bothersome. 

The  first  bothersome  aspect  is  the  implied 
notion  that  it  is  possible  to  develop  SPECIFIC 
CRITERIA  by  which  the  consumer  can  judge 
whether  his  doctor’s  practice  is  “rational.” 
Dr.  Levin  fails  to  emphasize  adequately  that 
much  of  what  we  do  is  controversial.  For  in- 
stance, as  an  infectious  disease  subspecialist, 
this  writer  would  take  sharp  exception  to  Dr. 
Levin’s  statements  that  a culture  should  be 
taken  in  every  instance  in  which  an  antibiotic 
is  used,  that  all  urinary  tract  infections  should 
be  treated  for  at  least  three  weeks,  that  a 
urine  culture  should  be  a part  of  every  wo- 
man’s physical  examination,  or  that  Dimetapp 
is  an  irrational  prescription  drug  for  sinusitis. 
These  are  examples  of  arbitrary  guidelines 
which  would  conflict  with  the  opinions  of 
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many  experts,  and  which  would  also  add 
considerably  to  the  cost  of  medical  care. 

The  second  bothersome  aspect  of  Dr. 
Levin’s  book  is  an  apparent  BIAS  against  the 
private  practitioner,  especially  the  solo  prac- 
titioner. Time  and  again.  Dr.  Levin  seems  to 
tell  us  that  patients  should  seek  their  medical 
care  in  the  university  setting  — apparently, 
one  gathers,  the  only  setting  in  which  he  has 
himself  functioned  as  a doctor.  He  asserts 
that  the  care  provided  by  interns  and  residents 
is  usually  “as  good  as  that  provided  by  fully 
trained  specialists,”  and  that  if  you  are  sick 
you  would  do  well  to  be  a patient  on  a teach- 
ing service  where  one  receives  “several  times 
the  medical  attention”  given  to  a private  or 
semi-private  patient.  I believe  that  most  prac- 
ticing physicians  can  remember  holding  sim- 
ilar opinions  during  their  training  — but  not 
in  retrospect.  The  increased  attention  can 
promote  misadventures,  and  there  is  certainly 
no  solid  documentation  that  it  results  in  a 
better  outcome.3  I believe  that  most  prac- 
ticing doctors  would  also  note  the  irony  of 
Dr.  Levin's  suggestion  that  — while  it  is  good 
to  be  a patient  on  the  teaching  service  — it  is 
also  advisable  to  avoid  doing  so  during  the 
months  of  July  and  August  (when  the  interns 
and  residents  are  new  at  their  jobs). 

The  third  and  most  bothersome  reservation 
concerns  the  DISTANCE  which  “consumer- 
ism” tends  to  place  between  the  consumer  and 
the  provider.  Dr.  Levin  does  not  suggest  that 
the  patient-physician  encounter  should  be 
one  between  adversaries,  yet  this  potential 
seems  inevitable.  He  recommends  that  any- 
one entering  a hospital  should  consider  having 
an  “advocate”  — a person  to  assist  him  in 
relating  to  the  doctors  taking  care  of  him. 
This,  I think,  is  a direct  threat  to  the  doctor- 
patient  relationship,  places  DISTANCE  be- 
tween the  parties,  and  provides  frustration  for 
everybody.  I think  that  I can  speak  for  most 
doctors  in  stating  that  I consider  myself  never 
too  busy  to  give  a thorough  explanation  of 
what  is  happening  to  the  patient  — but  that  it 
is  often  frustrating  to  have  to  then  repeat  the 
whole  thing  to  a third  party  (other  than  a 
concerned  relative).  And  Dr.  Levin’s  recom- 
mendation of  an  “advocate”  for  every  patient 
immediately  evokes  the  potential  for  litigation. 

The  extent  to  which  “consumerism”  has 
contributed  to  the  rising  frequency  of  litiga- 
tion against  physicians  is  unclear.  Future  his- 


torians may  conclude  that  other  phenomena 
were  more  important,  such  as  a surplus  of 
lawyers  (on  a local  level),  a disenchantment 
with  the  promised  American  dream  (on  a 
national  level),  or,  on  a more  global  basis,  a 
mounting  confrontation  between  the  haves 
and  the  have-nots.  But  there  is  little  doubt 
that  the  potential  for  lawsuits  becomes  greater 
with  increasing  DISTANCE  between  the  par- 
ties. One  seldom  sues  the  neighborhood  store- 
keeper who  sold  a defective  product;  the  par- 
ties work  out  their  differences.  But  one  has 
few,  if  any  qualms  about  bringing  suit  against 
the  large,  remote,  seemingly-impersonal 
manufacturing  conglomerate  which  made 
the  product.  The  same  phenomenon  is  seen  in 
the  so-called  “medical  malpractice  crisis.” 

To  summarize,  CONSUMERISM  IS 
GOOD  TO  THE  EXTENT  THAT  IT  MAKES 
THE  PATIENT  A MORE  KNOWLEDGE- 
ABLE PARTICIPANT  IN  THE  HEALTH- 
CARE DELIVERY  SYSTEM.  The  more  the 
patient  knows  about  what  to  expect,  and  the 
more  he  can  meaningfully  participate  in  de- 
cisions affecting  his  health,  the  less  will  be  his 
chance  for  dissatisfaction.  But  CONSUMER- 
ISM IS  BAD  TO  THE  EXTENT  THAT  IT 
INCREASES  THE  DISTANCE  BETWEEN 
THE  PATIENT  AND  HIS  DOCTOR.  Pro- 
viding medical  care  is  already  stressful 
enough  to  many  physicians,4  and  I suspect 
that  the  ranks  of  young  people  trying  to  enter 
medical  school  would  shrink  considerably  if 
Dr.  Levin’s  book  — with  its  full  implications  - 
were  to  be  taught  as  a mandatory  part  of  the 
pre-medical  curriculum. 

CHARLES  S.  BRYAN,  M.D. 
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THERE AREA 
LOT  OF  PEOPLE 

GETTING  BETWEEN 

YOU  AND  YOUR 

PATIENT. 

Medicine  today  is  in  the  spotlight,  subjected  to  all 
: ds  of  scrutiny.  Your  control  over  patient  therapy  is 
) rg  monitored,  judged  and  occasionally  abrogated, 

( letimes  by  unknown  third  parties. 

; The  worry  is  that  in  the  wake  of  this  focus,  the  rela- 
i iiship  between  you  and  your  patient  will  be  weakened, 

» hout  offsetting  benefits.  Consider  three  examples: 

* Drug  Substitution  In  most  states,  pharmacy  laws, 

( alations  or  professional  custom  stipulate  that  your 
i L-generic  prescriptions  be  filled  with  the  precise  prod- 
. ; you  prescribe.  But  in  the  last  five  years,  a dozen  or 
[ re  State  laws  have  been  changed,  permitting  the  phar- 
: :ist  in  most  cases  to  select  a product  of  the  same 
eric  drug  to  fill  any  prescription. 

Ironically,  this  dilution  of  physician  control  has 
en  place  against  a background  of  growing  evidence 
k purportedly  equivalent  drug  products  may  be  in- 
ivalent,  since  neither  present  drug  standards  nor  their 
Drcement  are  optimal.  In  fact,  the  FDA  itself  says  it 
not  enforced  the  same  standards  for  hundreds  of 
low-on”  products  that  it  had  applied  to  the  original 
>A  approvals.  Thus  physician  control  over  patient 
rapy  is  being  eroded  with  a risk  that  patients  may  be 
osed  to  drugs  of  uncertain  quality. 

The  major  advertised  claim  for  substitution  is  reduced 
scription  prices  for  consumers.  Yet  no  documentation 
my  significant  savings  has  been  produced. 

MAC  Maximum  Allowable  Cost,  MAC  for  short,  is 
?deral  regulation  designed  to  cut  the  Government’s 
g bill  by  setting  price  ceilings  for  drugs  dispensed  to 
dicare  and  Medicaid  patients.  Unless  the  prescriber 
fifies  on  the  prescription  that  a particular  product  is 
dically  necessary,  the  Government  intends  to  pay  only 
the  cost  of  the  lowest-priced,  purported  ly-equivalent, 


generally-available  product.  The  effect  of  the  program 
may  be  that  elderly  and  indigent  patients  will  be  restricted 
to  products  which  someone  in  Washington  believes  are 
priced  right.  Practicing  doctors  will  have  little  to  say  about 
administration  of  the  program,  since  Government  will 
have  absolute  authority  to  make  its  choices  stick. 

The  drug  lag  The  future  of  drug  and  device  re- 
search depends  upon  a scientific  and  regulatory  environ- 
ment that  encourages  therapeutic  innovations.  The 
American  pharmaceutical  industry  annually  is  spending 
more  than  $ 1 billion  of  its  own  funds  and  evaluating 
more  than  1,200  investigational  compounds  in  clinical 
research.  Disease  targets  include  cancer,  atherosclerosis, 
viruses  and  central  nervous  system  disorders,  among 
others.  But  there  is  a major  barrier  to  the  flow  of  new 
drugs  to  your  patients : The  cost  of  the  research  is  more 
than  ten  times  what  it  was,  per  product,  in  1962;  and 
whereas  governmental  clearance  of  new  drug  applica- 
tions took  six  months  then,  it  commonly  consumes  two 
years  now. 

The  FDA  needs  adequate  time,  of  course,  to  consider 
data.  But  it  is  equally  clear  that  the  present  approval  proc- 
ess contributes  to  needless  delay  of  needed  therapy. 
That’s  why  the  increased  efficiency  of  the  drug  approval 
process  is  vital  to  all  our  futures. 

If  these  issues  concern  you,  we  suggest  that  you  make 
your  voice  heard— among  your  colleagues  and  your  repre- 
sentatives in  State  legislatures  and  in  Washington. 

It  could  make  a difference  in  your  practice  tomorrow. 
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Pharmaceutical  Manufacturers  Association 
1155  Fifteenth  Street,  N.W,  Washington,  D.C.  20005 


TO  MY  FELLOW  PHYSICIANS: 

I am  finding  that  there  is  no  summer  vacation  for  a newly-installed  President  of  the  South 
Carolina  Medical  Association.  There  is  too  much  Association  activity  all  summer  along,  and  the 
activity  is  increasing  in  volume  and  complexity. 

First,  let  me  comment  on  the  results  of  our  legislative  effort  to  improve  the  “professional 
liability  climate”  in  South  Carolina.  Of  the  seven  so-called  MIIRA  Bills  introduced  in  March, 
only  three  were  enacted  into  law  before  our  State  Legislature  adjourned  toward  the  latter  part 
of  June. 

The  three  Bills  adopted  by  our  legislature  were: 

S.  832  to  require  insurance  carriers  to  file  claims  information  with  the  South  Carolina  Com- 
missioner of  Insurance. 

S.  835  to  extend  the  life  of  the  Joint  Underwriters’  Association  if  necessary,  to  remove  the 

exclusivity  of  the  JUA  as  the  sole  insurance  underwriter,  and  to  place  limits  on  claims. 

S.  838  to  establish  a Patients’  Compensation  Fund. 

While  these  Bills  will  certainly  contribute  to  the  solution  of  the  professional  liability  problem, 
they  will  not  provide  the  long-range  solution. 

The  four  Bills  which  were  not  acted  upon  were  considered  to  be  the  most  important  in  solving 
our  problem.  These  Bills,  which  died  in  the  legislature  are: 

S.  833  to  lower  the  Statute  of  Limitations. 

S.  834  requiring  prior  consent  for  surgery. 

S.  836  to  provide  for  binding  arbitration. 

S.  837  to  eliminate  stated  damages  in  malpractice  suits. 

Although  our  Association  and  many  individual  physicians  had  repeatedly  tried  to  impress 
the  importance  of  the  entire  package  of  “MIIRA”  Bills  on  the  legislature,  our  advice  was  not 
acted  upon.  As  a result  of  our  membership  survey,  the  legislature  was  told  of  the  resulting  cost 
increase  and  the  potential  loss  of  physicians’  services  if  no  legislative  remedy  to  the  problem  was 
found. 

Our  General  Assembly  had  a wonderful  opportunity  to  solve  a major  problem  affecting  the 
entire  South  Carolina  population,  but  failed  in  its  obligation  to  protect  the  people  of  our  state. 

On  the  subject  of  our  attempts  to  revise  the  Medicare/ Medicaid  reimbursement  formula 
for  physicians,  we  have  more  encouraging  results.  In  June,  the  delegation  of  the  SCMA  had  the 
opportunity  of  meeting  in  Washington  with  HEW  Secretary  Mathews  and  top  officials  of  the 
Medicare  and  Medicaid  programs  along  with  the  South  Carolina  Congressional  delegation. 

The  problems  being  created  by  the  regionalization  of  the  Medicare/ Medicaid  reimbursement 
system  were  presented  with  the  request  that  the  SCMA  and  Medicare/ Medicaid  officials  enter 
into  an  agreement  to  attempt  to  develop  an  acceptable  paid  in  full  fee  schedule  to  reimburse  phy- 
sicians for  their  services  under  these  two  programs. 
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Our  suggestions  were  well-received,  and  since  the  meeting  we  have  received  written  agree- 
ments from  the  federal  officials  to  begin  discussions  toward  the  development  of  such  a schedule. 

As  these  discussions  continue,  we  intend  to  involve  representatives  of  all  of  the  major  special- 
ties in  the  state,  with  the  hope  that  our  end  product  would  be  widely  acceptable  to  most  physi- 
cians. 

The  federal  officials  look  upon  this  project  as  an  experimental  one  which  may  later  prove  to 
be  applicable  nation-wide.  We  feel  highly  honored  that  the  profession  in  South  Carolina  may  be 
of  use  to  physicians  in  the  rest  of  the  country  in  trying  to  solve  our  own  local  problems. 

The  successful  completion  of  this  project  should  certainly  go  far  in  increasing  the  supply  of 
physicians  in  the  rural  and  other  under-served  areas  of  the  state. 

Another  important  development  in  the  past  few  weeks  has  been  our  participation  with  the 
S.  C.  Hospital  Association  and  Blue  Cross-Blue  Shield  in  the  development  of  a proposed  hospital 
participation  contract  for  those  hospitals  which  accept  Blue  Cross  private  insurance  subscribers 
as  patients.  While  most  of  the  contract  dealt  with  hospital  financial  matters  and  recordkeeping, 
one  section  having  to  do  with  utilization  review  received  concentrated  study  and  action  by  rep- 
resentatives of  SCMA  and  the  Foundation  for  Medical  Care. 

As  a result,  the  final  contract  provides  that  any  hospital  which  elects  to  participate  with  Blue 
Cross  must  agree  to  institute  a utilization  review  program  of  private  Blue  Cross  subscribers.  The 
contract  specifies  that  the  type  of  utilization  review'  engaged  in  will  be  left  up  to  the  hospital 
medical  staff. 

It  is  the  hope  of  our  Association  leadership  and  the  leadership  of  the  Foundation  for  Med- 
ical Care  that  most  hospital  medical  staffs  will  elect  to  work  with  our  Foundation  as  the  review' 
mechanism  for  this  private  Blue  Cross  business. 

During  the  last  days  of  June,  I was  able  to  attend  along  with  our  AMA  delegates  and  alter- 
nates, the  AMA  Annual  Convention  held  in  Dallas,  Texas. 

This  was  my  first  opportunity  to  attend  an  AMA  meeting  as  a SCMA  representative.  I was 
pleased  that  the  SCMA  was  honored  by  having  me  as  its  President  participate  in  the  inauguration 
program  of  the  AMA  President.  As  to  my  other  impressions  of  the  AMA  meeting,  I have  not 
yet  been  able  to  solidify  my  thinking  to  the  point  of  being  able  to  summarize  the  over-all  results. 
It  is  my  impression  that  more  and  more  of  the  individual  physicians  in  the  nation  are  electing  to 
belong  to  the  AMA  and  recognize  the  need  for  a strong  body  at  the  national  level  to  represent 
them. 

The  SCMA  as  a State  Association,  however,  appears  not  to  have  purused  any  definite  objec- 
tive in  our  relationships  to  the  AMA.  We  have  no  representatives  on  AMA  Councils  or  Commit- 
tees, and  we  submit  no  Resolutions  or  recommendations.  It  would  be  my  hope  that  somehow'  our 
Association  in  the  near  future  could  take  time  to  re-assess  our  relationship  as  a state  Association 
to  our  parent  body. 


John  D.  Gilland.  M.D. 


August.  1976 
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There’s  a life  style  to  match 
any  shoe  style  at  Seven  Lakes. 

Lazy  shoes  sail  lazy  lakes  all  day. 
Quick  shoes  play  tournament- 
quality  tennis  courts.  Cleated 
shoes  trek  the  18-hole,  par  72 
golf  course,  designed  by 
Peter  V.  Tufts.  Comfortable  shoes 
walk  through  nature’s  wondrous 
Seven  Lakes’  landscape.  Riding 
boots  mount  fine  horses  and 
hit  the  wooded  trails.  Dancing 
shoes  delight  in  the 
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year  ’round  party  atmosphere 
of  the  elegant  Seven  Lakes 
Clubhouse.  Even  no  shoes  at 
all  are  at  home,  especially 
around  the  pool.  Leisure  living, 
affordably  available,  is  the 
head-to-toe  life  style  at  beautiful 
Seven  Lakes.  Settled  in  the 
longleaf  pines,  just  8 miles 
from  Pinehurst,  North  Carolina’s 
world  famous  golf  capital. 

No  matter  what  shoe  fits  you- 
put  your  shoes  in  our  place. 
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For  more  information  write 
Seven  Lakes 
P.  O.  Box  SJ 
West  End,  N.  C.  27376 


Obtain  HUD  property  report  from  developer  and  read  it  before  signing  anything. 

HUD  neither  approves  the  merits  of  the  offering  nor  the  value,  if  any,  of  the  property. 
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THE  125TH  ANNUAL  CONVENTION 

OF  THE  AMERICAN  MEDICAL  ASSOCIATION 

JUNE  26  - JULY  1,  1976 

JOHN  C.  HAWK,  JR.,  M.D.,  DELEGATE 


Annual  conventions  of  the  AMA  have  rotated  in  the 
past  among  just  four  cities  — San  Francisco,  Chicago, 
New  York  and  Atlatnci  City.  So  most  of  us  who  have 
been  attending  regularly  for  several  years  looked  forward 
to  our  first  annual  convention  in  Dallas  — and  we  were 
not  disappointed.  Texans  always  do  things  in  a big  way  — 
which  becomes  readily  apparent  when  you  arrive  at  the 
monstrous  new  Dallas  - Forth  Worth  International  Air- 
port. The  sprawl  of  this  facility  staggers  the  imagination. 

HOUSE  OF  DELEGATES 

The  75th  Annual  Session  of  the  House  of  Delegates 
had  this  semilarity  to  many  previous  meetings:  lengthy, 
protracted  discussions,  with  bickering  over  minutiae  and 
parliamentary  details  in  the  earlier  business  meetings, 
consuming  so  much  time  that  even  with  the  morning  ses- 
sion moved  up  an  hour  on  both  Wednesday  and  Thurs- 
day, there  still  was  a need  for  haste  and  frequent  limita- 
tion of  debate  when  considering  very  important  issues 
during  the  final  session.  This  misjudgment  or  misalloca- 
tion  of  time  seems  to  be  a common  failing  at  all  conven- 
tions, not  just  the  AMA. 

COUNCIL  RESTRUCTURING 

Discussion  of  changes  in  the  Council  structure  of  the 
AMA,  designed  to  streamline  the  work  of  the  Association, 
occupied  the  House  all  Tuesday  morning,  and  well  into 
the  afternoon.  This  prompted  one  delegate  (more  con- 
cerned about  the  many  other  serious  problems  confront- 
ing the  profession)  to  remark  that  while  our  house  was 
burning  we  were  discussing  the  architecture,  instead  of 
calling  the  Fire  Department. 

In  the  past,  there  have  been  five  Councils  which  were 
standing  committees  of  the  House  of  Delegates,  and  sev- 
en Councils  which  were  considered  standing  committees 
of  the  Board  of  Trustees.  Under  the  new  structure, 
adopted  by  By-Law  changes,  there  will  be  just  eight 
standing  Councils,  all  considered  as  Councils  of  the  AMA 
(rather  than  of  the  House  or  the  Board).  The  new  By- 
Laws  specifically  establish  the  size,  purpose,  and  tenure 
for  these  Councils  which  are:  Constitution  and  By-Laws, 
Judicial,  Medical  Education,  Medical  Service,  Scientific 
Affairs,  Legislation,  Continuing  Physician  Education, 
and  Long  Range  Planning  and  Development.  In  the  fu- 
ture, all  other  Councils  and  Committees  will  be  appoint- 
ed on  an  Ad  Hoc  basis  with  a specific  phase-out  date. 

Much  of  the  discussion  related  to  the  representation 
for  residents  and  for  medical  students  on  the  various 
councils.  As  finally  passed,  residents  will  have  voting  rep- 
resentation on  all  except  the  judicial  Council  and  the 
Council  on  Constitution  and  By-Laws.  There  will  be  a 
non-voting  resident  member  on  the  latter  council.  The 
AMA  Student  Business  Session  has  a voting  member  on 
the  Council  on  Long  Range  Planning  and  Development, 
and  a non-voting  member  on  the  Council  on  Medical 
Education,  Council  on  Medical  Service,  and  Council  on 
Legislation.  Both  the  Council  on  Scientific  Affairs  and  the 
Council  on  Legislation  will  have  non-voting  members 
from  the  AMA  Auxiliary. 


The  method  of  election  of  the  various  council  members 
also  came  in  for  much  discussion.  As  finally  determined, 
two  councils.  Legislation  and  Continuing  Physician  Edu- 
cation, will  be  appointed  by  the  Board  of  Trustees.  The 
Council  on  Long  Range  Planning  and  Development  will 
be  appointed  jointly  by  the  Speaker  of  the  House  (5  mem- 
bers), and  the  Board  of  Trustees  (5  members),  including 
a student  member  nominated  by  the  students’  Governing 
Council.  The  remaining  five  councils  will  be  elected  by 
the  House  upon  nomination  by  the  Board,  and  from  the 
Boor  of  the  House.  The  elected  members  of  these  impor- 
tant councils  will  have  been  published  in  the  AM  News 
by  the  time  this  report  appears  in  the  Journal,  and  there- 
fore will  not  be  repeated  here. 

The  former  Interns  and  Residents  Business  Session 
was  reorganized  and  is  now  called  the  Resident  Phy- 
sicians Section.  This  section  will  have  a seven-member 
Governing  Council.  Representation  at  the  annual  bus- 
iness meeting  will  be  on  the  basis  of  one  Delegate  per  100 
resident  members.  Resident  members  of  state  associa- 
tions offering  full  memberships  to  residents  will  elect 
their  own  delegate,  while  delegates  to  represent  residents 
who  are  direct  members  of  the  AMA  will  be  elected  by 
the  Governing  Council  from  among  those  seeking  dele- 
gate status.  There  may  be  some  complexities  in  this  ar- 
rangement which  will  still  require  ironing  out. 


OPENING  SESSION 

The  opening  ceremonies  on  Sunday  afternoon  featured 
a Bicentennial  Salute  with  an  effective  triple  slide  presen- 
tation, and  with  stirring  music  by  the  University  of  Texas 
Band  (one  member  of  which  is  the  son  of  Dr.  William  H. 
Knisely,  president  of  MUSC). 

PRESIDENTIAL  ADDRESS 

Dr.  Richard  E.  Palmer  was  installed  as  the  AMA’s 
1 3 1st  President,  at  an  impressive  ceremony  Wednesday 
afternoon.  A Pathologist  from  Alexandria,  Virginia,  Dr. 
Palmer  is  well-known  to  many  members  of  the  SCMA. 
He  gave  a challenging  address,  referring  frequently  to  the 
tenets  of  Thomas  Jefferson.  He  emphasized  how  far  gov- 
ernment has  strayed  from  the  doctrines  of  Jefferson  in 
involving  itself  in  many  fields,  particularly  the  control 
of  the  medical  profession. 

Dr.  Palmer  promised  that  the  AMA  would  fight  against 
encroachment  wherever  necessary,  but  stated,  “Yet,  no 
matter  how  vigorously  we  fight,  our  gunfire  is  Jeffer- 
sonian reason.”  He  mentioned  the  continuing  AMA  sup- 
port of  its  specific  National  Health  Insurance  Bill,  its 
National  Commission  on  the  Cost  of  Medical  Care,  and 
the  19  proposed  amendments  to  the  PSRO. 

Most  delegates  feel  that  the  AMA  will  be  in  good  hands 
with  Dick  Palmer  as  President. 

A particularly  enjoyable  part  of  the  inauguration  cere- 
mony as  the  concert  given  by  the  Chorus  of  the  Women's 
Auxiliary  for  the  Roanoke  Academy  of  Medicine,  from 
Roanoke,  Virginia. 
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ELECTIONS 

The  contest  for  the  President-Elect  of  the  AMA  fea- 
tured two  very  able  and  experienced  men.  One  delegate, 
in  making  a seconding  speech,  facetiously  referred  to  this 
as  a “brewery  battle”  - between  Budd  and  Ballentine. 
Dr.  John  H.  Budd,  General  Practitioner  from  Cleveland, 
Ohio,  was  elected  over  Dr.  Thomas  H.  Ballantine,  Neuro- 
surgeon from  Boston.  Although  Dr.  Ballantine  has  been 
active  in  the  House  of  Delegates,  and  has  served  on  im- 
portant Councils,  most  delegates  felt  that  Dr.  Budd  had  a 
clear  superiority  of  experience  as  Trustee  and  as  Secre- 
tary of  the  Board  of  Trustees.  Dr.  Budd  is  also  well  known 
to  many  members  of  the  SCMA  through  his  visit  to  our 
annual  meeting. 

Dr.  Francis  T.  Holland,  of  Tallahassee,  Florida,  was 
elected  Vice-President. 

The  Speaker  of  the  House,  Tom  E.  Nesbitt,  who  attend- 
ed our  SCMA  annual  meeting  this  year,  and  the 
Vice-Speaker,  William  Rial  of  Pennsylvania,  were  re- 
elected by  acclamation.  Drs.  Frank  Jirka  of  Chicago,  and 
Lowell  Steen  of  Indiana  were  re-elected  to  the  Board  of 
Trustees.  New  members  of  the  Board  are  Dr.  John  J. 
Coury  of  Port  Huron,  Michigan,  and  Dr.  Hubert  A.  Ritter 
of  St.  Louis,  Missouri.  The  only  unsuccessful  candidate 
for  the  Board  was  Dr.  George  Mills  of  Hawaii. 

REPORT  OF  OUTGOING  PRESIDENT 

Dr.  Max  H.  Parrott,  in  his  “swan  song,”  noted  that  he 
was  saying  goodbye  at  a time  “when  the  AMA,  and  our 
profession,  are  doing  more  for  the  American  people  than 
ever  before,  and  yet  are  being  attacked  more  savagely 
and  more  concertedlv  than  ever  before  in  the  name  of  the 
people.”  He  cited  some  of  the  false  and  malicious  state- 
ments being  made  against  our  profession,  and  being 
used  as  a means  to  foster  legislation  to  control  medical 
care.  “The  idea  that  governmentalizing  medicine  would 
improve  health  care  is  false  government  doesn’t  know 
how  to  plan,  whether  for  energy,  housing,  transportation, 
or  health  resources.  It  merely  knows  how  to  regulate  in 
the  name  of  planning.”  He  referred  to  the  Association's 
many  efforts  for  the  public  good,  and  urged  increasing 
efforts  by  the  AMA  to  take  its  case  to  the  public.  “We 
“We  need  to  hit  back  at  the  cliche-ridden  punditry  about 
rising  medical  costs,  but  we  must  also  work  for  savings 
that  would  not  mar  the  quality  and  availability  of  care.” 

HOUSE  ACTIONS 

The  House  of  Delegates  acted  upon  many  important 
items  of  business  in  addition  to  the  restructuring  of  the 
Council  system. 

Keeping  up  with  the  total  volume  of  business  consid- 
ered bv  the  House  is  sometimes  worse  than  a nine-ring 
circus.  Over  210  separate  items  of  business  were  studied 
by  nine  reference  committees,  and  then  acted  upon  by  the 
House  after  hearing  reference  committee  reports.  These 
included  65  reports  of  the  Board  of  Trustees  and  various 
councils  and  committees,  as  well  as  several  supplemental 
reports;  also  143  "timely”  resolutions  and  three  or  four 
additional  resolutions  which  were  accepted,  even  though 
they  were  "late.” 

Items  to  be  considered  were  grouped  as  tar  as  possible 
by  topic  for  specific  committee  study,  and  this  report  on 
interesting  or  notable  actions  will  be  grouped  in  the  same 
manner: 

CONSTITUTION  AND  BY-LAWS 

There  was  great  discussion  as  to  the  retention  of  the 
provision  requiring  that  one  member  of  the  Council 
on  Medical  Education  be  a private  practitioner  of  med- 
icine who  is  not  a faculty  member  ot  a -medical  school. 
Deletion  of  this  was  recommended  by  the  Reference 


August,  1976 


Committee,  as  suggested  by  a council  report.  However, 
after  discussion  the  House  decided  to  retain  the  provision, 
but  add  the  specification  "not  a salaried  faculty  member.” 
This  seemed  to  meet  with  the  approval  of  almost  everyone 
and  certainly  our  delegation  agreed  that  it  is  wise  to  have 
at  least  one  person  in  the  private  practice  of  medicine, 
unaffiliated  with  a large  institution,  involved  in  this  com- 
mittee's important  work. 

INSURANCE  AND  MEDICAL  SERVICE 

The  subject  of  reimbursement  of  physicians  for  parti- 
cipation in  Utilization  Review  evoked  heated  discussion. 
It  was  finally  decided  that  physicians  should  not  seek 
compensation  for  the  traditional  responsibilities  expected 
of  them  as  members  of  review  committees  of  the  institu- 
tions of  which  they  are  staff  members,  but  that  when  hos- 
pitalization utilization  review  is  mandated  by  third  par- 
ties, requiring  an  inordinate  amount  of  the  physicians’ 
time  and/or  responsibility,  compensation  for  physicians 
should  legitimately  be  claimed. 

The  problem  of  liability  of  physicians  participating  in 
health  care  review  procedures  was  considered  in  depth. 
The  House  approved  that  physicians  should  not  partici- 
pate in  health  care  review  unless  appropriate  indemnifi- 
cation (or  other  protection)  is  provided.  Some  of  the  del- 
egates expressed  the  opinion  that  the  use  of  the  word 
“indemnification”  was  not  completely  accurate  or  ade- 
quate. Instead,  the  reviewing  doctor  should  be  “ex- 
empted” from  liability. 

A Louisiana  resolution  expressed  concern  about  the 
many  experimental  programs  initiated  by  the  HEW  and 
other  agencies.  The  House  adopted  this  resolution  call- 
ing for  the  AMA  to  request  that  the  Department  of  HEW, 
the  GAO,  and  any  other  appropriate  agency,  publish  the 
results  of  experiments  in  health  care  delivery  “together 
with  the  study  design  for  each  experiment,  facts  concern- 
ing the  costs  and  financing  of  each  experiment,  the  con- 
clusions drawn  by  the  experimentalists,”  etc.  Your  Del- 
egation, having  just  received  information  about  problems 
stirred  up  by  one  experimental  project  in  South  Carolina, 
(now  under  further  investigation)  added  an  additional 
Resolve  that  "state  and  component  medical  societies  be 
urged  to  identify  to  the  AMA  specific  experimental  pro- 
grams in  their  geographic  areas  on  which  reports  of  re- 
sults should  be  requested”  (from  the  various  agencies). 

The  importance  of  confidentiality  of  medical  records, 
under  varying  circumstances  was  reaffirmed.  Five  resolu- 
tions and  Report  E of  the  Board  of  Trustees  all  addressed 
the  problem  of  confidentiality  as  particularly  related  to 
the  use  of  the  Social  Security  number  of  the  patient,  and / 
or  physician,  as  a universal  identification,  and  in  regard 
to  the  uniform  hospital  discharge  abstracts.  A resolution 
was  adopted  stating  that  the  AMA  strongly  opposes  the 
use  of  any  system  of  universal  identification  including  the 
Social  Security  number,  and  also  specifically  opposing 
the  uniform  hospital  discharge  abstracts. 

LEGISLATION 

Vigorous  opposition  was  expressed  to  the  Federal  Drug 
and  Devices  Act  (S2697).  Three  strong  resolutions  were 
adopted  and  referred  to  the  Board  of  Trustees  for  appro- 
priate consideration  in  its  future  action  in  opposing  S 
2697. 

The  House  adopted  a resolution  continuing  the  AMA 
policy  that  HR  9019  and  S 1926,  related  to  the  HMO 
Amendments,  should  not  be  adopted  because  among 
other  objectional  provisions  the  benefit  requirements  are 
reduced. 

The  House  agreed  to  ask  the  AMA  to  transmit  to  the 
state  medical  societies  copies  of  Minnesota  legislation 
dealing  with  the  designation  of  "no  smoking  areas  in 
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public  places,”  for  consideration  by  the  various  states. 

A resolution  asking  the  Board  of  Trustees  to  identify 
and  give  wide  publicity  to  all  desirable  amendments  to 
the  PSRO  law  was  adopted. 

Discussion  of  National  Health  Insurance  came  up  dur- 
ing the  closing  session  on  Thursday  morning,  and  was 
necessarily  more  abbreviated  and  less  complete  than  de- 
sirable. Your  delegation  has  agreed  that  at  the  next  meet- 
ing of  the  House  of  Delegates,  we  will  propose  that  the 
committee  holding  hearings  on  National  Health  Insur- 
ance be  designated  to  report  before  the  last  day  of  the 
meeting. 

The  Reference  Committee  considered  five  resolutions 
and  one  Board  of  Trustees  report  in  regard  to  National 
Health  Insurance.  The  House  of  Delegates  adopted  the 
Reference  Committee's  recommendation  that  the  Asso- 
ciation continue  its  support  ot  HR  6222,  but  with  the  fol- 
lowing added: 

“RESOLVED,  that  the  Association  does  register 
its  c oncern  regarding  the  present  enormous  costs 
and  always  increasing  regulatory  control  inherent  in 
medical  care  programs  administered  under  govern- 
ment; and  points  out  that  the  true  additional  cost  of 
any  program  for  total  nationalization  of  the  Amer- 
ican health  care  system  at  this  time  could  cause  a 
run-away  inflation  and  could  lead  to  a national  eco- 
nomic collapse.” 

The  House  also  adopted  and  referred  to  the  Board 
by  a vote  of  104-80,  a Resolution  “that  the  AM  A pro- 
ceed forthwith  to  design,  have  introduced,  and  seek  pas- 
sage of  legislation  to  provide  for  universally  available 
catastrophic  insurance  coverage,  financed  through  and 
administered  by  the  private  health  insurance  industry.” 
Great  concern  was  expressed  in  regard  to  Medicare- 
Medicaid  change  provisions  now  under  consideration 
(S  3205).  The  House  adopted  the  Reference  Committee’s 
substitute  Resolution  recommending  that  S 3205  should 
not  be  passed  in  its  present  form,  and  that  the  AMA 
should  strive  to  remove  or  amend  those  sections  of  the 
Bill  deleterious  to  the  medical  profession,  and  to  support 
those  provisions  which  are  constructive  and  beneficial. 

MEDICAL  EDUCATION 

Many  detailed  reports  were  received  and  acted  upon, 
but  there  was  very  little  of  a controversial  nature.  One  of 
the  “late”  resolutions  dealt  with  data  on  primary  care, 
calling  for  a study  to  determine  the  number  of  trainees 
completing  residencies  in  the  primary  care  specialties  who 
actually  intend  to  remain  in  primary  care  fields.  It  was 
considered  important  to  obtain  these  data  and  the  mea- 
sure w'as  passed. 

HOSPITALS  AND  MEDICAL  FACILITIES 

The  House  adopted  a resolution  “...that  the  AMA  con- 
tinue to  resist  very  vigorously  by  whatever  means  neces- 
sary, the  imposition  of  mandatory  review  within  24  hours 
of  admission  by  governmental  agencies  and  others.” 

Possibly  one  of  the  most  important  items  considered  bv 
this  Committee  related  to  the  place  of  attending  physi- 
cians in  the  control  of  the  care  of  their  patients  in  teaching 
hospital  settings.  The  House  adopted  a series  of  five 
Resolves  relating  to  this  problem.  The  crucial  one  of 
these,  in  our  viewpoint,  emphasized  the  “right  of  free 
choice  by  a patient  to  have  the  care  provided  in  a hospital 
ordered  and  controlled  by  his  or  her  own  private  physi- 
cian,” and  directed  that  the  AMA  strongly  urge  the  JCAH 
to  assure  that  this  principle  be  maintained  in  its  accredi- 
tation standards. 

SCIENTIFIC-PUBLIC  HEALTH 

Violence  on  television  was  actively  opposed  in  a Board 
of  Trustees  report  and  a California  resolution,  both  of 


which  were  adopted  by  the  House. 

The  House  called  upon  the  AMA  to  reaffirm  existing 
policy  which  urges  physicians  to  continue  to  act  as  non- 
smoking exemplars  to  the  public,  to  advise  patients  of  the 
health  hazards  of  smoking,  to  discourage  smoking  by 
means  of  public  pronouncements  and  educational  pro- 
grams. 

The  House  directed  that  constituent  and  component 
medical  societies  by  requested  to  investigate  the  accuracy 
of  quotations  attributed  to  physicians  on  the  quality  or  the 
diagnosis  and  treatment  of  malignancies  or  other  dis- 
eases, quoted  in  publications  directed  to  the  public.  This 
resolution  arose  primarily  because  of  the  recent  PARADE 
article  on  cancer. 

In  response  to  three  resolutions  relating  to  the  treat- 
ment of  the  “hopeless  case,”  and  the  use  of  life-sustaining 
measures,  the  House  adopted  the  Reference  Committee’s 
substitute  resolution,  reaffirming  a number  of  previous 
policy  statements,  and  requesting  the  Judicial  Council  to 
review  these  policy  positions  in  the  light  of  recent  legisla- 
tive and  judicial  actions,  and  report  back  to  the  House 
with  appropriate  recommendations  at  the  1976  Clinical 
Convention. 

Recent  publicity  about  so-called  “unnecessary  surgery” 
was  in  the  Delegates’  minds  as  they  discussed  a resolu- 
tion which  noted  that  the  terms  “necessary”  and  “unnec- 
essary” as  applied  to  surgery  have  little  meaning  without 
more  exact  definition.  An  added  Resolve  asserted  that  a 
difference  of  opinion  among  physicians  is  not  a criterion 
of  unnecessary  surgery.  Reaffirmation  of  the  right  of  a 
patient  or  physician  to  seek  consultation  freely  with  any 
consultant  of  his  choice  was  considered  at  the  same  time. 
The  real  “hot  potato”  in  this  area  was  the  question  of 
consultation  mandated  by  third  parties,  and  the  question 
as  to  whether  such  a “mandated”  consultant  could 
ethically  take  over  a case.  After  much  discussion,  this 
whole  matter  was  referred  to  the  Board  of  Trustees. 

BOARD  OF  TRUSTEES,  INCLUDING  FINANCE 

After  reviewing  the  auditors’  report,  and  noting  the  im- 
proved financial  status  of  the  AMA.  the  House  of  Dele- 
gates gave  the  Board  of  Trustees  a resounding  expression 
of  commendation  and  approval.  It  was  reported  that  as  of 
June  29.  over  137,000  members  had  paid  their  dues  for 
1976.  Increased  recruitment  of  memembers  is  still  needed. 

The  House  adopted  the  Reference  Committee's  substi- 
tute resolution  in  regard  to  Utilization  Review  regula- 
tions, commending  the  Board  of  Trustees  for  previous  vig- 
orous action,  and  instructing  the  Board  to  take  appropri- 
ate action  including  further  legal  action  it  necessary  to 
protect  the  quality  of  medical  care  and  to  insure  against 
federal  intervention  into  the  physician-patient  relation- 
ships, when  the  final  Utilization  Review  regulations  are 
published. 

MISCELLANEOUS 

In  response  to  several  resolutions  requesting  member- 
ship polls,  particularly  in  regard  to  National  Health  In- 
surance, the  House  passed  a substitute  motion  from  the 
Reference  Committee  referring  the  matter  to  the  Special 
Committee  of  the  House  of  Delegates  on  Membership 
Opinion  Polls,  and  directing  it  to  review  these  requests 
and  recommend  for  concurrence  of  the  Board  of  Trustees 
techniques  and  avenues  for  polling  the  membership.  A 
substitute  resolution  from  Georgia  to  poll  the  membership 
specifically  about  National  Health  Insurance  was  voted 
down. 

SOUTH  CAROLINA  DELEGATION 

Attending  as  the  official  delegation  of  the  SCMA 
were  J.  D.  Gilland,  President;  Harrison  Peeples  and  John 
C.  Hawk,  Delegates;  Tucker  Weston,  Alternate  Delegate; 
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and  Charles  Johnson,  SCMA  Executive  Director.  William 
Perry,  our  second  Alternate  Delegate,  could  not  attend  as 
he  was  on  a long-planned  trip  to  the  mainland  of  China. 
We  were  pleased  that  Ray  Gillespie.  Alternate  Delegate- 
Elect  (to  take  office  January,  1977),  was  able  to  join  us 
and  gain  the  experience  of  participating  in  the  meeting. 
We  enjoyed  the  company  of  Polly  Weston  and  Mary  Lib 
Gilland,  but  missed  the  other  wives  who  could  not  attend. 

We  were  also  pleased  to  have  Dr.  John  A.  Fagg.  Pres- 
ident of  the  House  Staff  at  the  Medical  University  of 
South  Carolina,  and  Liviu-Bruno  Saimovici.  MUSC  stu- 
dent representative,  joining  us  for  several  of  the  sessions. 
Congratulations  are  in  order  to  Mr.  Saimovici  on  his  elec- 
tion as  Secretary  of  the  AMA  Student  Business  Session. 

Billie  Brady  and  Margaret  Cline  represented  the 
SCMA  Medical  Auxiliary,  and  were  accompanied  by  their 
husbands,  Wayne  and  Lucius.  Dr.  and  Mrs.  R.  L.  Craw- 
ford of  Lancaster,  and  Dr.  J.  M.  Bennett  of  Ridgeland  also 
attended  the  meeting  and  joined  the  delegation  on  several 
occasions. 

Your  Delegates  again  would  like  to  emphasize  that  it  is 
a privilege  to  represent  the  SCMA  at  AMA  Conventions, 
and  that  we  welcome  to  our  delegation  meetings  any 
South  Carolina  physicians  who  may  be  attending  the 
AMA  convention  in  any  capacity.  We  need  your  input  and 
your  help,  particularly  in  covering  the  various  Reference 
Committee  meetings. 


MEDICAL  MEETINGS 

The  SCMA  Mid-Winter  Meeting  will  be 
held  November  5-7,  1976,  at  the  Quality  Inn, 
1-20  and  Broad  River  Road  in  Columbia.  Full 
details  will  be  published  in  the  September 
Journal. 


* 

The  South  Carolina  Heart  Association  an- 
nounces a Symposium  on  Emotional  Stress, 
Coronary  Disease  and  Hypertension,  to  be 
held  at  the  Carolina  Inn  in  Columbia  on  Sep- 
tember 13  and  14,  1976.  The  program  is  ac- 
ceptable for  9.5  hours  credit  towards  Category 
I of  the  AMA  Physician’s  Recognition  Award. 
Registration  fee  is  $50.00  for  members  of  the 
American  Heart  Association  and  $60.00  for 
non-members.  For  further  information,  write 
S.  C.  Heart  Association.  Post  Office  Box  5937, 
Columbia,  S.  C.  29250. 


August,  1976 


"SET  FIRE 
TO  THE  WOODS, 
ON  PURPOSE?’’ 


Yes.  It's  a shameful 
fact  of  life  here  in  the 
South.  Last  year,  over 

58.000  wildfires  — 
many  of  them  set 
maliciously  — 
damaged  more  than 

900.000  acres  of  one 
of  our  most  precious 
resources  — the  forest. 
Watch  for  and  report 
woods  arsonists.  If 
you  don't,  we  all  lose. 


WILDFIRE. 

It’s  a crime. 

And  it  spreads  to 
everyone. 


A Public  Service  of 
This  Publication  & The 
Advertising  Council 


Famous  Fighters 


NEOSPORIN  Ointment 

(polymyxin  B-bacitracin-neomycin) 

is  a famous  fighter,  too. 

Provides  overlapping,  broad-spectrum  antibacterial  action  to  help  combat 
infection  caused  by  common  susceptible  pathogens  (including  staph  and  strep). 


Each  gram  contains:  Aerosporin®  brand  Polymyxin  B Sulfate  5,000  units;  zinc 
bacitracin  400  units;  neomycin  sulfate  5 mg  (equivalent  to  3.5  mg  neomycin  base); 
special  white  petrolatum  qs  in  tubes  of  1 oz  and  1/2  oz  and  1/32  oz  (approx.) 
foil  packets. 

INDICATIONS:  Therapeutically  (as  an  adjunct  to  systemic  therapy  when  indicated) 
for  topical  infections,  primary  or  secondary,  due  to  susceptible  organisms,  as  in: 
• infected  burns,  skin  grafts,  surgical  incisions,  otitis  externa  • primary 
pyodermas  (impetigo,  ecthyma,  sycosis  vulgaris,  paronychia)  • secondarily 
infected  dermatoses  (eczema,  herpes,  and  seborrheic  dermatitis)  • traumatic 
lesions,  inflamed  or  suppurating  as  a result  of  bacterial  infection. 

Prophylactically,  the  ointment  may  be  used  to  prevent  bacterial  contamination  in 
burns,  skin  grafts,  incisions,  and  other  clean  lesions.  For  abrasions,  minor  cuts 
and  wounds  accidentally  incurred,  its  use  may  prevent  the  development  of  infec- 
tion and  permit  wound  healing.  CONTRAINDICATIONS:  Not  for  use  in  the  eyes  or 
external  ear  canal  if  the  eardrum  is  perforated.  This  product  is  contraindicated  in 
those  individuals  who  have  shown  hypersensitivity  to  any  of  the  components. 
WARNING:  Because  of  the  potential  hazard  of  nephrotoxicity  and  ototoxicity  due  to 


neomycin,  care  should  be  exercised  when  using  this  product  in  treating  extensivi 
burns,  trophic  ulceration  and  other  extensive  conditions  where  absorption  o 
neomycin  is  possible.  In  burns  where  more  than  20  percent  of  the  body  surface  it 
affected,  especially  if  the  patient  has  impaired  renal  function  or  is  receiving  othei 
aminoglycoside  antibiotics  concurrently,  not  more  than  one  application  a day  i: 
recommended.  PRECAUTIONS:  As  with  other  antibacterial  preparations,  prolongei 
use  may  result  in  overgrowth  of  nonsusceptible  organisms,  including  fungi 
Appropriate  measures  should  be  taken  if  this  occurs.  ADVERSE  REACTIONS 
Neomycin  is  a not  uncommon  cutaneous  sensitizer.  Articles  in  the  current  litera 
ture  indicate  an  increase  in  the  prevalence  of  persons  allergic  to  neomycin.  Oto 
toxicity  and  nephrotoxicity  have  been  reported  (see  Warning  section). 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 


/ Burroughs  Wellcome  Co. 

Jq  / Research  Triangle  Park 
Wellcome  / North  Carolina  27709 


lo  dosage  calculations 

srmox  [mebendazole]  offers  a 
■eatly  simplified  method  of 
9ating  pinworm.  Just  one  tablet, 
■r  every  member  of  the  family, 
igardless  of  weight  or  age f 

implicity  of  administration 

atients  can  take  the  tablet  at  any 
ne.  It  can  be  chewed,  swal- 
wed,  or  crushed  and  mixed 
ith  food.  No  messy  liquids 
• pour. 

iot  a dye 

armox  will  not  stain  clothes, 
eth,  feces,  toilet  bowls,  etc. 


Highly  effective 

In  clinical  studies,  the  pinworm 
mean  cure  rate  with  Vermox  was 
95% [range 90-100%].  Incases 
where  reinfection  occurs,  a 
repeat  tablet  is  advised. 

Well  tolerated 

Transient  symptoms  of  abdomi- 
nal pain  and  diarrhea  have 
occurred  in  cases  of  massive 
infection  and  expulsion  of  worms. 


Also  effective  against 
whipworm. ..as  well  as 
roundworm  and  hookworm 

Just  one  simple  dosage,  regard- 
less of  weight  or  age,f  for  single 
or  mixed  infections:  1 chewable 
tablet  b.i.d.  for  3 consecutive  days 
If  the  patient  is  not  cured  3 weeks 
after  treatment,  a second  course 
of  treatment  is  advised. 

t Because  Vermox  has  not  been 
extensively  studied  in  children  under  2 
years  of  age,  the  relative  benefit/risk 
should  be  considered  before  treating 
these  children.  Vermox  is  contra- 
indicated in  pregnant  women  [see: 
Pregnancy  Precautions]  and  in  persons 
who  have  shown  hypersensitivity  to 
the  drug. 


a single  chewable  tablet 
treatment  for  pinworm 


chewable 
tablets 


ASCRIPTION  VERMOX  (mebendazole)  is  methyl  5-benzoylbenzimidazole-2-carbamate. 

1 5TIONS  VERMOX  exerts  its  anthelmintic  effect  by  blocking  glucose  uptake  by  the  sus- 
ptible  helminths,  thereby  depleting  the  energy  level  until  it  becomes  inadequate  for  survival. 
■ insignificant  amount  of  mebendazole  is  absorbed  from  the  gastrointestinal  tract.  Most  of 
s is  excreted  in  the  urine  within  three  days  either  as  metabolites  or  unchanged  drug. 

DICATIONS  VERMOX  is  indicated  for  the  treatment  of  Trichuris  trichiura  (whipworm). 
; terobius  vermicularis  (pinworm),  Ascaris  lumbricoides  (roundworm).  Ancylostoma  duod- 
; ale  (common  hookworm),  Necator  amerlcanus  (American  hookworm)  in  single  or  mixed 
! ections. 

icacy  varies  in  function  of  such  factors  as  pre-existing  diarrhea  and  gastrointestinal  transit 
le,  degree  of  infection  and  helminth  strains.  Efficacy  rates  derived  from  various  studies  are 
own  in  the  table  below: 


Trichuris 

Ascaris 

Hookworm 

Pinworm 

cure  rates 

mean 

(range) 

68% 

(61-75%) 

98% 

(91-100%) 

96% 

95% 

(90-100%) 

egg  reduction 

mean 

(range) 

93% 

(70-99%) 

99.7% 

(99.5-100%) 

99.9% 

- 

PRECAUTIONS  PREGNANCY:  VERMOX  has  shown  embryotoxic  and  teratogenic  activity  in 
pregnant  rats  at  single  oral  doses  as  low  as  10  mg/kg.  Since  VERMOX  may  have  a risk  of  pro- 
ducing fetal  damage  if  administered  during  pregnancy,  it  is  contraindicated  in  pregnant 
women. 

PEDIATRIC  USE:  The  drug  has  not  been  extensively  studied  in  children  under  two  years; 
therefore,  in  the  treatment  of  children  under  two  years  the  relative  benefit/risk  should  be 
considered. 

ADVERSE  REACTIONS  Transient  symptoms  of  abdominal  pain  and  diarrhea  have  occurred 
in  cases  of  massive  infection  and  expulsion  of  worms. 

DOSAGE  AND  ADMINISTRATION  The  same  dosage  schedule  applies  to  children  and 
adults.  For  the  control  of  pinworm  (enterobiasis),  a single  tablet  is  administered  orally,  one 
time. 

For  the  control  of  roundworm  (ascariasis),  whipworm  (trichuriasis),  and  hookworm  infection, 
one  tablet  of  VERMOX  is  administered,  orally,  morning  and  evening,  on  three  consecutive  days. 
If  the  patient  is  not  cured  three  weeks  after  treatment,  a second  course  of  treatment  is  advised. 
No  special  procedures,  such  as  fasting  or  purging,  are  required. 

HOW  SUPPLIED  VERMOX  is  available  as  tablets,  each  containing  100  mg  of  mebendazole, 
and  is  supplied  in  boxes  of  twelve  tablets. 

VERMOX  (mebendazole)  is  an  original  product  of  Janssen  Pharmaceutica,  Belgium,  and  co- 
developed by  Ortho  Pharmaceutical  Corporation. 


3NTR  ABDICATIONS  VERMOX  is  contraindicated  in  pregnant  women  (see  Pregnancy 
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OSTEOID  OSTEOMA: 

A CAUSE  OF  MONOARTICULAR  JOINT  PAIN 
Three  Case  Reports 


ROBERT  H.  BELDING,  M.D.* 
JOSEPH  D.  THOMPSON,  JR.,  M.D.* 
EDWARD  L.  HAY,  M.D.* 


Osteoid  osteoma,  a not  uncommon  benign 
osteoblastic  tumor,  when  present  in  a peri- 
articular location  often  presents  as  monoartic- 
ular joint  pain.  The  following  cases  serve  as 
an  example  of  such  a presentation.  Although 
a variety  of  clinical  presentations  are  de- 
scribed 1 2- 3- 4 and  numerous  large  series  of 
cases  appear  in  the  literature,5-6  ' the  sparcity 
of  early  laboratory  and  roentgenographic 
signs  may  obscure  the  diagnosis. 

CASE  REPORTS 
CASE  I: 

T.M.:  a fifteen-year-old.  right-handed 

Caucasian  male,  was  first  seen  in  the  office 
on  July  23,  1971,  with  a chief  complaint  of 
atraumatic  pain  and  progressive  stillness  ol 
the  right  elbow.  His  symptoms  were  aggra- 
vated by  bowling  and  starting  his  outboard 


*Charleston  Orthopaedic  Associates.  P.A..  30  Bee  Street, 
Charleston,  S.  C.  29403. 


motor.  Physical  examination  revealed  -30° 
of  extension  with  tenderness  over  the  pos- 
teromedial aspect  of  the  elbow.  Routine  x- 
rays  of  the  elbow  were  negative.  The  initial 
impression  was  that  the  patient  had  suffered 
a chronic  strain  of  the  elbow  and  a treatment 
regimen  including  heat,  rest,  and  analgesics 
was  initiated.  During  the  next  four  months, 
the  patient  was  seen  in  the  office  repeatedly 
for  pain  and  decreased  range  of  motion  in  the 
elbow  with  a differential  diagnosis  of  chronic 
strain,  tendinitis  and  low  grade  infection. 

On  November  12,  1971,  the  patient  was 
admitted  to  the  hospital  with  -60°  of  exten- 
sion, a swollen,  tender,  elbow  and  x-rays 
which  demonstrated  subperiosteal  new  bone 
formation  over  the  distal  humerus.  Urinalysis, 
CBC,  sedimentation  rate,  clood  cultures,  and 
PPD  were  negative.  Arthrotomy  revealed  a 
boggy,  thick  synovium  with  cloudy  fluid  which 
was  cultured  for  arobic  organism,  acid  fast 
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bacilli  and  fungi,  all  of  which  were  negative. 
A biopsy  of  the  synovium  revealed  mild  in- 
flammatory changes  of  fibrovascular  and 
adipose  tissue.  The  discharge  diagnosis  was 
pyarthrosis  and  the  patient  was  treated  with 
Keflex®,  rest  and  analgesics. 

On  January  6,  1972,  the  patient  returned 
to  the  office  complaining  of  pain,  swelling  and 
continued  decrease  in  range  of  motion.  At 
that  time  he  had  completed  his  antibiotic 
therapy.  X-rays  were  again  unchanged  and 
the  patient  was  started  on  Tandearil®  and  was 
sent  to  physical  therapy  with  minimal  relief 
of  symptoms. 

T. M.  was  then  referred  to  another  institu- 
tion for  orthopaedic  evaluation.  Again  all  lab- 
oratory studies  as  well  as  x-rays  of  the  cervical 
spine  were  normal.  X-rays  of  the  elbow  again 
revealed  periosteal  new  bone  formation 
around  the  distal  humerus.  The  consultants 
differential  diagnosis  was  osteoid  osteoma, 
aneurysmal  bone  cyst,  and  chondroblastoma 
with  the  recommendation  that  laminograms 
be  made. 

On  December  4,  1972,  laminograms  reveal- 
ed a one  centimeter  nidus  of  rarefaction  on  a 
background  of  spongy  radiodensity  with  sur- 
rounding eccentric  sclerotic  bone.  Arthrotomy 
was  again  performed  and  thick  synovium  with 
cloudy  fluid  was  present.  A cortical  defect  in 
the  posterior  aspect  of  the  epicondyle  was 
noted  and  a grayish,  friable  lesion  was  cu- 
retted thoroughly  and  cultured.  The  culture 
was  negative  and  the  microscopic  examina- 
tion of  the  tissue  revealed  chronic  nonspecific 
synovitis  with  irregular  spicules  of  woven 
bone  surrounded  by  active  osteoblastic  and 
osteoclastic  tissue.  Both  mineralized  and 
nonmineralized  osteoid  was  present  in  a vas- 
cular stroma.  The  final  diagnosis  was  osteoid 
osteoma.  Postoperatively,  the  patient  was 
completely  relieved  of  his  pain  and  three  years 
hence  has  had  no  recurrence  of  symptoms. 
CASE  II: 

T.  B.:  a twelve-year-old  Caucasian  male 
was  first  seen  in  the  office  following  a two- 
year  history  of  left  lateral  elbow  pain  which 
produced  signs  of  disuse  including  weakness 
and  atrophy.  His  pain  was  described  as  a dull 
ache  that  woke  him  at  night  and  was  typically 
relieved  by  salicylates. 

He  was  admitted  to  the  neurology  service 
of  the  hospital  on  July  17,  1974,  for  evaluation. 
Physical  exam  revealed  a range  of  motion  at 
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the  left  elbow  of  -10°  extension  to  130°  of 
flexion  with  pain.  The  left  biceps  was  1.6 
centimeters  smaller  than  the  right  and  the  left 
forearm  was  1.0  centimeters  smaller  than  the 
right  and  there  was  perceivable  weakness  in 
all  muscle  groups  of  the  right  upper  extremity. 
Reflexes  and  sensory  exam  were  normal.  Lab- 
oratory studies,  including  CBC,  urinalysis, 
serum  profile,  rheumatoid  factor,  antinuclear 
antibody  titer,  LE  prep,  serum  lead,  amino 
levulinic  acid,  porphyrins,  and  porphobilinogen 
were  normal.  Laminograms  of  the  left  elbow 
were  normal.  Cervical  and  dorsal  spine  x- 
rays  were  normal.  Sedimentation  rate  was  24 
and  a bone  scan  using  Tc  99m-PYP  demon- 
strated an  area  of  increased  uptake  about  the 
elbow.  Electromyogram  and  nerve  conduction 
of  C-5  to  T-l  areas  were  normal  and  the  pa- 
tient was  discharged  with  a diagnosis  of  bone 
lesion  of  questionable  type. 

On  September  24,  1974,  T.B.  was  readmit- 
ted to  the  hospital  on  the  orthopaedic  service 
for  biopsy.  At  that  time,  x-rays  revealed  a 
questionable  area  of  sclerosis  surrounding  a 
radiolucent  nidus  in  the  distal  left  lateral 
humerus.  At  surgery,  a thickened  periosteum 
overlay  a soft  reddish-brown  area  of  bone 
which  was  excised  completely.  Microscopic 
examination  confirmed  the  diagnosis  of 
osteoid  osteoma.  Following  excision,  the  pa- 
tient had  an  uneventful  postoperative  course 
and  one  year  later  remains  asymptomatic. 
CASE  III: 

C.  P.:  a fourteen-year-old  Caucasian  male, 
was  first  seen  following  a one  year  history  of 
unrelenting  right  elbow  pain  that  was  not  re- 
lieved by  any  of  the  conservative  modes  of 
treatment,  including  salicylates.  Physical 
examination  revealed  a loss  of  45°  of  exten- 
sion of  the  elbow  and  tenderness  over  the  lat- 
eral epicondyle  of  the  right  humerus.  Neuro- 
logic evaluation  was  normal.  Routine  labora- 
tory studies  including  CBC  and  urinalysis 
were  normal.  Routine  x-rays  revealed  a 0.5 
centimeter  lytic  lesion  at  the  distal  lateral 
epicondyle  of  the  right  humerus  with  sur- 
rounding sclerosis.  An  osteoid  osteoma  was 
excised  and  the  patient  has  subsequently  re- 
mained asymptomatic  with  full  use  of  his  right 
upper  extremity. 

DISCUSSION 

Osteoid  osteoma,  a benign  osteoblastic  tu- 
mor, as  described  by  Jaffe  in  1935, 8 is  a not 
uncommon  condition  which  most  frequently 
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presents  as  localized  tenderness  and  pain. 
The  symptoms  are  usually  worse  at  night  and 
are  characteristically  relieved  by  salicylates. 
9-  10  The  tumor  is  most  frequently  seen  in  the 
adolescent  and  young  adult,  being  rare  in  per- 
sons over  thirty  years  old.  The  lower  extrem- 
ity, particularly  the  tibia  and  femur,  is  the  site 
of  over  fifty  percent  of  the  lesions;10  however, 
they  have  been  reported  in  every  bone  includ- 
ing skull,  spine  and  carpus.3- "•  12  The  lesion 
may  be  multifocal  occurring  in  several  places 
in  the  same  bone  or  in  different  bones.13 

The  roentgenographic  findings,  w'hich  often 
are  not  present  until  several  months  to  a year 
after  onset  of  symptoms,  are  usually  diagnos- 
tic. Typically,  a radiolucent  nidus  less  than 
one  centimeter  in  diameter  is  seen  surrounded 
by  a radiodense  area  representing  reactive 
sclerosis.  If  the  lesion  is  in  the  cortex,  the  area 
of  sclerosis  will  be  large  as  compared  to  that 
present  when  the  lesion  is  found  in  cancellous 
bone.7-  14  Laminograms  may  aid  in  early  de- 
tection of  the  classic  roentgenographic  picture 
and  bone  scan  has  provided  the  earliest  con- 
firmation of  a bone  lesion  with  an  area  of  in- 
creased uptake. 

An  osteoid  osteoma  is  a reddish-brown,  soft 
lesion,  that  microscopically  appears  as  a nidus 
within  bone  that  is  composed  of  osteoid  and 
newly  formed  bony  trabecula.  Also  present 
are  benign  giant  cells  in  a background  of  vas- 
cular osteogenic  connective  tissue.10 

Complete  surgical  excision  invariably  erad- 
icates the  symptoms  without  recurrence.  How- 
ever,  if  the  nidus  is  incompletely  removed, 
the  symptoms  soon  recur  and  perifocal 
sclerosis  will  become  apparent  roentgeno- 
graphically.9-  10 


SUMMARY 

A history  of  undiagnosed  monoarticular 
joint  pain  in  an  adolescent,  especially  if  the 
pain  is  worse  at  night  and  relived  by  salicy- 
lates. should  prompt  the  use  of  laminograms, 
bone  scan,  and  surgical  exploration  to  rule 
out  osteoid  osteoma.  □ 
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PYRANTEL  PAMOATE  IN  THE  TREATMENT 
OF  ANCYLOSTOMIASIS 


THOMAS  BROWN,  S.D.B.,  M.D.* 


Ancylostomiasis  or  hookworm  disease  is 
one  of  the  commonest  gastrointestinal  dis- 
orders seen  in  our  jungle  dispensary  and 
together  with  other  parasitic  diseases  ac- 
counts for  44  percent  of  the  infant  mortality 
in  Ecuador.1  Although  some  authors  suggest 
that  ancylostomiasis  of  less  than  100  hel- 
minths need  not  be  treated,2  our  experience 
shows  that  an  untreated  case  leads  to  severe 
hypochromic  microcytic  anemia.  We  have 
been  unimpressed  with  the  use  of  both 
Bephenium  hydroxynaphthoate  and  Tetra- 
chloroethelene  due  to  the  large  percent  of 
nausea  and  vomiting  caused  by  the  former 
and  the  impossibility  of  using  the  latter  in  the 
presence  of  malnutrition,  anemia,  and  gastro- 
intestinal or  hepatic  disorders  which  are 
almost  always  present  with  ancylostomiasis. 

The  recent  introduction  of  Pyrantel  pamo- 
ate which,  as  this  study  shows,  has  great 
effectiveness  and  a minimum  of  side  effects 
has  greatly  changed  our  approach  to  ancylo- 
stomiasis. Pyrantel  Pamoate  is  tram- 1,4,5, 6,- 
tetrahydro  - 1 - methyl  - 2 - (2[2  - thienyl]-vinyl) 
pyrimidine.  As  the  pamoate  salt,  it  is  almost 


*Dispensario  Medico,  Mision  Salesiana  Sevilla  Don  Bos- 
co,  Morona-Santiago,  Ecuador. 


insoluble  and  tasteless.  Although  widely  ac- 
claimed for  its  effectiveness  against  Ascaris 
lumbricoides  and  Enterobius  vermicularis, 3 
few  clinical  trials  have  been  conducted  to 
study  its  effectiveness  against  Necator  amer- 
icanus,  the  ancylostoma  of  the  New  World. 

This  report  represents  one  year’s  experience 
(1975)  using  Pyrantel  pamoate  in  ancylostoma 
infestations  among  an  indiginous  population. 
MATERIALS  AND  METHODS 

Three  hundred  patients  were  selected  on  a 
random  basis  for  this  study.  Table  One  shows 
the  distribution  by  age  groups.  The  minimum 
age  was  five  months  and  the  maximum  was 
67  years.  Since  dosage  for  Pyrantel  pamoate 
is  on  a weight  basis,  six  kilos  was  considered 
as  the  minimum  weight  with  no  maximum. 
The  duration  of  symptoms  manifested  by  the 
study  subjects  varied  from  less  than  one 
month  to  more  than  ten  years.  No  case  was 
asymptomatic. 

Diagnosis  was  confirmed  by  the  demon- 
stration of  Necator  americanus  eggs  in  the 
fecal  matter.  All  patients  were  either  hos- 
pitalized or  seen  daily  on  an  out-patient  basis 
during  the  treatment  period.  Side  effects  were 
noted  daily.  Parasitic  examinations  of  fecal 
matter  were  performed  on  the  fourth,  eighth. 
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tenth,  eleventh  and  twelfth  day. 

Pyrantel  pamoate  was  administered  as  a 
single  dose  of  lOmg/kg  given  at  4:00  p.m. 
during  three  consecutive  days,  with  the  first 
day  of  medication  also  being  the  first  treat- 
ment day.  No  patient  weighed  the  200  kilos 
necessary  for  the  administration  of  the  max- 
imum dosage  of  2 gm. 


DISCUSSION 

The  complete  absence  of  side  effects  among 
our  patients  together  with  the  high  cure  rate 
indicates  the  superiority  of  Pyrantel  pamoate 
over  both  Bephenium  hydroxynaphthoate  and 
Tetrachloroethylene.  With  a daily  dose  of 
lOmg/kg  for  three  days,  we  have  secured  an 
excellent  cure  rate  with  no  adverse  reactions 
indicating  that  this  drug  may  well  replace 
Bephenium  as  the  drug  of  choice  in  hookworm 
infections.  □ 


TABLE  1. 

Age  Distribution  of  300  Cases 

Age  Group  Number  of 

Cases 


5 mo.  - 1 1 mo. 

36 

12  mo.  - 23  mo. 

10 

2 yrs.  - 4 yrs. 

54 

5 yrs.  - 9 yrs. 

58 

10  yrs.  - 14  yrs. 

24 

15  yrs.  - 20  yrs. 

35 

21  yrs.  + 

83 

TRADE  NAMES 

Pyrantel  pamoate  - Antiminth 
Bephenium  hydroxynaphthoate  - Alcopara 
Tetrachloroethylene  - Perchloroethylene 


RESULTS 

In  287  cases  (95.6%)  no  evidence  of  hook- 
worm disease  was  found  on  the  tenth, 
eleventh,  or  twelfth  treatment  day.  The  major- 
ity of  patients  were  free  of  Necator  amer- 
icanus  on  the  sixth  treatment  day.  There  was 
an  appreciable  improvement  of  the  general 
condition  of  all  patients.  The  thirteen  patients 
in  whom  parasitic  infestation  was  still  present 
were  subjected  to  a second  treatment  period 
two  weeks  after  the  first.  The  cure  rate  of  this 
group  was  100  percent. 

SIDE  EFFECTS 

To  our  pleasant  surprise,  no  side  effects 
were  demonstrable.  There  were  no  subjective 
complaints  of  nausea,  vomiting  or  vertigo. 
Since  Pyrantel  is  tasteless  and  odorless,  there 
was  no  problem  with  the  nausea  and  vomit- 
ing which  often  accompanies  the  very  bitter 
taste  of  Bephenium.  Worthy  of  note  are  the 
27  patients  who  began  treatment  with  a 
diarrhea  which  was  effectively  controlled 
after  the  first  dose  of  Pyrantel  pamoate  with- 
out additional  medication  being  necessary. 
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PINWORM  INFESTATION: 
A STATEWIDE  STUDY 
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In  a study  done  in  South  Carolina  in  1974, 
it  was  determined  that  pinworm  ( Enterobius 
Vermicularis)  infestation  statewide  was  13.20 
percent  of  5,282  specimens  tested.  Incidence 
was  highest  in  the  Piedmont  area,  15.62  per- 
cent positive,  and  lowest  in  the  Midlands, 
10.37  percent  positive.  The  Coastal  area 
showed  a 10.99  percent  rate  of  positivity.  The 
infestation  by  major  intestinal  parasites  shows 
the  reverse,  with  higher  incidence  in  the 
Coastal  Region.  Certain  specific  socio- 
economic groups  varied  markedly  from  the 
average. 

INTRODUCTION 

While  pinworm  ( Enterobius  Vermicularis) 
reputedly  is  the  most  widespread  human  in- 
testinal parasite  in  the  United  States,  reported 
to  occur  in  10  percent  of  the  population,1 
and  Bumbalo,  et  al.,2  cite  infestation  rates 
from  pinworms  at  institutions  caring  for  re- 
tarded children  (Buffalo,  N.Y.)  as  high  as  40 
percent  positive,  no  study  has  been  done  in 
South  Carolina  to  confirm  or  refute  these 
reports. 

Of  23,457  stool  specimens  submitted  to  the 
South  Carolina  public  health  laboratory  dur- 
ing 1973  for  major  parasites,  5677  specimens 
(24.2  percent)  were  positive  for  one  or  more 
parasites.  Only  15  specimens  examined  by 
routine  stool  examination  methods  were  pos- 
itive for  pinworms.  This  is  not  surprising, 
however,  since  stool  examination  is  an  ex- 
tremely poor  way  to  screen  for  enterobiasis. 
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This  study  was  designed  to  determine  pin- 
worm infestation,  hopefully  focusing  atten- 
tion on  this  often  neglected  problem,  and  to 
detect  varying  incidences  of  infestation  in  the 
three  topographic  regions  of  South  Carolina: 
Lowlands,  Midlands,  and  Piedmont. 

This  disease  is  seen  most  often  in  children, 
and  it  is  in  this  age  group,  in  particular,  that 
symptoms  are  most  severe.  The  most  common 
symptom  is  peri-anal  itching.  Sequelae  of 
this  often  intense  pruritis  include  loss  of  sleep 
leading  perhaps  in  some  cases  to  poor  school 
performance  and  irritability.  Scratching  can 
lead  to  excoriation  and  secondary  infection 
in  the  peri-anal  area.  Recently,  Simon3  has 
alluded  to  the  high  incidence  of  pinworm 
infestation  in  young  girls  with  urinary  tract 
infection  and  theorized  that  such  infections 
may  be  caused  by  the  migration  of  pinworms 
to  the  genito-urinary  tract.  A list  of  other 
symptoms  and  complications  such  as  bruxism, 
appendicitis  and  hyperkinesis  have  been 
attributed  to  this  parasite,  but  proof  for  a 
causal  relationship  is  lacking. 

STUDY  METHODS  AND  MATERIALS 
PATIENT  AND  EXAMINER  SELECTION: 
Three  areas  of  South  Carolina  were  selected 
for  comparative  study:  Lowlands  (Charles- 

ton), Midlands  (Columbia)  and  Piedmont 
(Greenville).  Locations  in  grammar  schools, 
day  care  centers  and  health  center  clinics  were 
designated  in  each  area.  All  children  who 
secured  parental  permission  were  examined. 
Sites  were  selected  at  random  to  include 
groups  from  all  socio-economic  strata.  Where 
practical,  parents  were  given  slides  to  take 
specimens  from  children  at  their  homes  im- 
mediately upon  arising  in  the  morning. 

Patients  were  questioned  concerning 
whether  or  not  they  had  bathed  prior  to  com- 
ing to  school  or  clinic. 
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Of  the  5,282  specimens  obtained,  4,527 
were  obtained  by  physicians  or  nurses;  755 
were  done  by  patients  or  non-professionals. 

All  patients  were  below  1 1 years  of  age. 
DIAGNOSTIC  PROCEDURE: 

Diagnosis  of  enterobiasis  in  this  study  was 
by  the  scotch  tape  swab  method.  Microscopic 
identification  of  pinworm  ova  was  aided  by 
the  use  of  a drop  of  iodine-xylol  solution 
placed  between  scotch  tape  and  slide. 
EVALUATION: 

Much  of  the  data  collected  was  fed  into  a 
computer  at  the  Greenville  County  Health 
Department.  Results  were  analyzed  by  time 
of  day,  type  of  examiner,  presence  or  absence 
of  pre-bathing,  and  whether  symptoms  were 
present.  Each  geographic  area  was  analyzed 
by  mean  income  of  family  and  presence  of 
other  paraistes  on  slide. 

RESULTS 

The  salient  findings  are  given  in  tables  1-6. 
DISCUSSION 

The  15.63  percent  infestation  rate  noted 
for  the  Piedmont  region  is  a statistically  sig- 
nificant increase  over  the  rates  noted  in  the 
Lowlands  and  Midlands  and  indicates  a 
greater  need  for  diagnosis  and  treatment  of 
pinworms  by  health  professionals  in  this  area. 
This  is  in  keeping  with  the  general  idea  that 
pinworm  is  overshadowed  by  the  “larger” 
parasites.  General  parasite  infestation  rates 
on  the  coast  are  higher  than  in  the  Piedmont. 
(Table  One) 

Of  interest  is  the  finding  that  the  incidence 
of  infestation  in  asymptomatic  patients  is  as 
high  (14.25%)  as  that  seen  in  symptomatic 
patients  (14.12%).  However,  this  is  not  in- 
tended to  imply  that  screening  of  asympto- 
matic individuals  ought  to  be  undertaken,  as 
little  reason  to  treat  exists  in  the  absence  of 
symptoms.  (Table  Two)  Subjects  examined 
in  the  morning  were  noted  to  yield  a signifi- 
cantly higher  percent  of  positive  diagnostic 
tests  as  compared  to  those  seen  later  in  the 
day.  These  results  are  in  accord  with  the  often 
stated  belief  that  such  screening  is  best  done 
shortly  after  waking.  (Table  Three) 

Of  3,844  patients  who  had  no  bath  prior  to 
testing,  492  or  12.80  percent  were  positive. 
This  contrasts  to  the  finding  that  with  those 
patients  who  did  bathe  in  the  several  hours 
prior  to  testing,  14.2  percent  • of  1,438  were 
positive  on  screening.  Since  patients  are  often 
instructed  not  to  bathe  prior  to  screening  in 
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order  to  increase  the  yield  of  positive  swabs, 
these  figures  are  somewhat  surprising.  It 
would  be  very  difficult  to  believe  that  bathing 
per  se  could  increase  the  number  of  positive 
tests,  so  that  other  explanations  must  be 
sought.  (Table  Four) 

The  incidence  of  pinworms  was  found  to  be 
higher  in  the  higher  socio-economic  areas 
than  in  the  lower.  This  coincides  with  general 
understanding  of  the  disease.  (Table  Five) 

The  use  of  parents  to  do  the  testing  in  the 
home  appears  to  be  a valuable  adjunct  to  such 
a study.  (Table  Six) 

Since  other  human  intestinal  parasites  are 
knowm  to  occur  in  South  Carolina,  we  studied 
the  incidence  in  445  patients  and  found  that 
36  or  8.09  percent  had  other  parasites,  mainly 
A.  lumbricoides  (roundworm)  and  T.  trichuris 
(whipworm).  This  rather  high  incidence  of 
parasites  which  are  more  dangerous  to  the 
patient  than  pinworm,  illustrates  the  need  for 
physicians  and  other  health  professionals  in 
the  South  to  maintain  a high  index  of  clinical 
suspicion  for  such  infestation. 

All  patients  with  enterobiasis  were  treated 
with  pyrantel  pamoate  (Antiminth),  a non- 
staining agent  w'hich  has  been  recently  rec- 
ommended as  the  drug  of  choice  for  pinworm.4 
Antiminth  is  superior  to  Povan,  the  most  com- 
monly prescribed  anthelmintic  in  that  it  is 
effective  against  roundworm.  In  addition, 
Antiminth  is  effective  against  these  two  para- 
sites in  a single  dose  in  contradistinction  to 
Vermox  which  must  be  given  over  a period  of 
three  days  for  treatment  of  ascariasis.  This 
dual  efficacy  is  especially  important  in  the 
southeast  where  the  two  parasites  are  often 
found  together.  One  hundred  and  eleven  of 
these  treated  patients  underwent  repeat 
screening  after  therapy  had  been  completed. 
One  hundred  six  were  found  to  be  negative 
and  only  five  yielded  positive  swabs,  a rate  of 
efficacy  greater  than  95  percent.  □ 
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TABLE  ONE 

Overall 

Results 

Location  or 
Situation 

Number  Tested 

Number  Positive 

% Positive 

Lowlands 

1,874 

206 

10.99 

Midlands 

810 

84 

10.37 

Piedmont 

2,598 

406 

15.63 

Statewide 

5,282 

696 

13.2 

Relationship  of  Symptoms 


TABLE  TWO 

Location  or 

Situation 

Number  Tested 

Number  Positive 

% Positive 

No.  of  Reportings 
No.  Not  Reporting 

654 

91 

14.1 

Symptoms 

4,628 

605 

12.2 

TABLE  THREE 

Time 

of  Day 

Location  or 

Situation 

Number  Tested 

Number  Positive 

% Positive 

A.M.  Test 

3,821 

556 

14.3 

P.M.  Test 

1,451 

140 

9.6 
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Bathing  Before  Test 

TABLE  FOUR 


Location  or 
Situation 

Number  Tested 

Number  Positive 

% Positive 

Bathed  Prior 

To  Test 

1,438 

204 

14.2 

Not  Bathed 

3,844 

492 

12.8 

Family  Income  and  Positivity 


TABLE  FIVE 

Location  or 

Situation 

Number  Tested 

Number  Positive 

% Positive  . 

Family  Income 
Above  $15,000 

892 

157 

17.60 

Family  Income 
Below  $15,000 
One  Location  With 

1,706 

249 

14.60 

Family  Income 
Above  $30,000 

12 

5 

41.67 

Professional  Vs. 

Nonprofessional  Tester 

TABLE  SIX 

, 

Location  or 
Situation 

Number  Tested 

Number  Positive 

% Positive 

Done  By  HD’s 
or  RN’s 

4,527 

537 

11.8 

Done  By  Parents 
or  Nonprofessionals  755 

159 

21.1 
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ENVIRONMENTAL  SANITATION  — A NEEDED 
SUPPLEMENT  IN  A PREVENTION  PROGRAM  FOR 
THE  ERADICATION  OF  INTESTINAL  PARASITES 
IN  HUMAN  POPULATIONS  DUE  TO  FECAL- 
CONTAMINATED  SOILS? 


JOSEPH  E.  HOWELL,  JR.,  R.S.* 


To  understand  why  we  must  readily 
acknowledge  and  cope  with  the  intestinal 
parasitic  infestation  problem  as  it  affects  a 
large  segment  of  our  lower  socio-economic 
population  in  South  Carolina,  in  particular 
pre-school  and  early-age  school  children, 
and  to  further  understand  the  need  for  an  ef- 
fective Environmental  Sanitation  Control 
Program,  we  must  begin  with  a basic  under- 
standing of  some  parasites  themselves: 

1.  Roundworms  ( Ascaris  lumbricoides) 
fecal-oral  transmission  by  soil  contaminated 
with  feces  and  roundworm  eggs.  Roundworms 
may  live  one  year,  grow  up  to  one  foot  in 
length  and  lay  approximately  240,000  eggs 
per  day  while  inside  their  human  host.  These 
eggs  are  excreted  in  human  feces  and  to  sur- 
vive must  be  excreted  to  suitable  soil  where 
they  incubate  into  an  effective  stage  con- 
taining larva.  The  egg  must  then  be  ingested 
as  it  must  excyst  in  the  stomach  and  small 
intestines  of  humans.  After  excystation,  they 
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may  cause  abdominal  pain,  restlessness, 
coughing,  disturbed  sleep,  physical  damage 
to  intestinal  walls  and  may  harm  the  liver  and 
lungs,  and  may,  in  certain  instances,  cause 
death.  Emotional  effects  attributed  to  these 
parasites  include  nervousness,  lack  of  atten- 
tiveness, and  apparent  disinterest  have  been 
noted  in  the  classroom  and  a limited  number 
of  performance  test  scores  show  statistically 
significant  difference  in  the  performance  of 
the  non-infected  over  the  infected  child.1 

2.  Whipworms  ( Trichuris  trichiura ) — fecal- 
oral  transmission  by  soil  contaminated  with 
feces  and  whipworm  eggs.  Whipworms  may 
live  many  years  in  the  human  intestine,  grow 
to  a length  of  two  inches  and  lay  from  5,000 
to  10,000  eggs  per  day.  Whipworm  eggs  ex- 
creted in  fresh  fecal  material  do  not  become 
infected  until  they  have  been  in  warm  moist 
soil  for  approximately  two  weeks.  Whipworms 
may  cause  abdominal  pains,  diarrhea,  indiges- 
tion, constipation,  loss  of  weight,  anemia, 
and  vomiting.  Alergic  reactions  may  also  re- 
sult due  to  toxic  secretions  from  the  worm 
itself.2 
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3.  Hookworms  ( Necator  americanus)  — 
penetrate  the  soft  skin  on  bottom  of  feet  and 
are  transmitted  by  soil  contaminated  with 
feces  and  hookworm  eggs.  They  may  cause 
malnutrition,  ulcers,  anemia,  bleeding,  diar- 
rhea, mental  retardation,  stunted  growth, 
mental  apathy,  heartburn  and  chills. 

In  summary,  intestinal  parasite  infestations 
in  children  may,  if  infection  is  very  heavy, 
influence  mental  and  physical  growth  and 
development,  achievement,  emotional  stam- 
ina, resistance  to  disease,  possibly  the  occur- 
rence of  chronic  diseases  in  later  years,  the 
length  of  the  prime  of  life,  and  longevity  it- 
self.3 These  influences  inevitably  result  in 
costs  to  society: 

Parasites  Malnutrition  — > 111  Health—?  Pain/ 
Suffering  — > Loss  of  Education  — > Lifetime 
Hardship  — > Economic  Burden  to  Society 

Intestinal  parasites  can  occur  in  any  locality 
that  provides  w'hat  one  may  describe  as  a 
chain  of  three  links  necessary  for  their  sur- 
vival: link  1 — tropical  or  semi-tropical 

climate  throughout  much  of  the  year  and  a 
suitable  soil  base,  link  2 — low  socio-economic 
conditions  or  people  that  have  poor  education, 
poor  eating  and  sanitation  habits,  link  3 
improper  or  no  facilities  for  the  disposal  of 
human  excreta. 

In  1972,  a survey  of  intestinal  parasites  in 
Charleston  County  (first  and  second  grade 
school  children)  was  undertaken  by  the  Char- 
leston County  Health  Department  and  the 
Charleston  County  Public  School  System.4 
Of  5,103  specimens  examined.  31.3  percent 
were  found  positive  for  at  least  one  intestinal 
parasite  while  13.4  percent  of  all  children  had 
from  two  to  five  parasitic  infestations.  The 
prevalence  of  infestation  was  found  higher  in 
the  rural  districts  wehre  the  survey  indicated 
the  percentage  of  rural  Negro  children  with 
intestinal  parasites  was  found  to  be  almost  as 
high  as  35  years  ago. 

In  1973,  a rural  survey  was  conducted  by 
the  Environmental  Health  Division  of  the 
Charleston  County  Health  Department  which 
resulted  in  1,205  households  of  4,680  people 
being  randomly  surveyed  for  environmental 
sanitation  problems.  The  main  criteria  in  sel- 
ecting these  households  was  that  they  were 
not  to  be  served  by  central  sewer  systems  or 
septic  tanks.5  The  findings  were  as  follows: 
33.6  percent  had  no  facilities  at  all  for  the 
disposal  of  human  feces,  21.7  percent  had 
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privies  in  poor  condition,  4.2  percent  had 
privies  that  were  full  (needed  moving),  36.4 
percent  had  privies  needing  minor  repair,  and 
4. 1 percent  had  privies  in  acceptable  sanitary 
condition. 

Improper  or  no  facilities  for  the  disposal 
of  human  feces  facilitates  the  spread  of  in- 
testinal parasites  in  that  the  parasite  eggs 
must  be  excreted  in  the  soil  for  the  parasite 
to  complete  its  life  cycle.  It  is  at  this  point 
that  the  life  cycle  can  be  effectively  inter- 
rupted and  the  parasite  controlled.  Again, 
when  we  look  at  the  chain  of  three  links  neces- 
sary for  the  perpetuation  of  intestinal  para- 
sites, we  can  do  nothing  to  change  South 
Carolina’s  climate  or  little  to  change  low  socio- 
economic conditions.  Indeed  the  weakest  link 
to  be  effectively  attacked  would  be  through 
environmental  sanitation  control  measures. 

The  findings  of  the  Charleston  County  Rural 
Survey  provide  the  rational  person  with  rea- 
sons to  believe  an  environmental  sanitation 
program  may  be  needed  that  will  serve  as  a 
preventive  control  mechanism  and  supple- 
ment the  existing  health  education  and  cura- 
tive medicine  approach  to  solving  intestinal 
parasite  problems.  An  environmental  sanita- 
tion program,  as  a preventive  mechanism, 
becomes  even  more  apparent  as  a needed  sup- 
plement to  existing  programs  in  view  of  re- 
ports that  the  first  six  months  of  fiscal  year 
1976  indicate  31  percent  of  stool  specimens 
submitted  from  Charleston  County  were  pos- 
itive for  parasitic  infestations.  This  31  percent, 
which  consisted  of  stool  specimens  from  Head 
Start  Programs,  private  physicians,  and  health 
department  screening,  compares  with  other 
Charleston  surveys  where  31  percent  also 
were  found  positive  in  1972  (school  children) 
and  similarly  with  positive  figures,  according 
to  that  survey,  35  years  earlier  using  similar 
sample  target  populations. 

The  intestinal  parasite  problem  in  South 
Carolina  is  by  no  means  unique  to  only  Char- 
leston County.  Reports  for  the  first  six  months 
of  fiscal  year  1976  indicate  every  county  in 
South  Carolina  should  be  concerned.  Though 
each  county  within  South  Carolina  experi- 
enced positive  cases  of  intestinal  parasites, 
only  the  highest  percentage  positive  county 
of  all  counties  within  each  district  of  the  state 
is  presented  below: 
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Parasite  Tests6 
1st  6 months  fiscal  year  1976 

par 


test 

pos 

% + 

District 

01 

Oconee 

104 

20 

19% 

District 

02 

Pickens 

169 

23 

13% 

District 

03 

Spartanburg 

84 

22 

26% 

District 

04 

Laurens 

163 

39 

24% 

District 

05 

Chester 

129 

30 

23% 

District 

06 

Richland 

1623 

500 

31% 

District 

07 

Bamberg 

243 

53 

22% 

District 

08 

Clarendon 

214 

57 

27% 

District 

09 

Darlington 

266 

74 

28% 

District 

10 

Horry 

229 

77 

34% 

District 

11 

Charleston 

895 

273 

31% 

District 

12 

Beaufort 

178 

74 

41% 

Totals  of  all  counties  in 

South  Carolina  10,504  2,178  21% 


The  least  cost  method  of  obtaining  infor- 
mation necessary  to  document  the  need  for  an 
environmental  sanitation  supplement  program 
would  be  for  each  county  to  retrieve  the 
names  and  addresses  of  positive  cases  from 
the  health  department  computer  and  other 
records  and  for  the  county  sanitarian  to  con- 
duct a total  environmental  assessment  of  each 
positive  case.  Where  large  numbers  of  pos- 
itive cases  are  involved,  a random  sample 
could  be  selected.  Such  an  environmental 
assessment  would  include  the  following: 

1.  Environmental  sanitation  assessment  as 
to  condition  of  (or  lack  of)  sanitary  facilities 
for  the  disposal  of  human  wastes  and  type 
water  supplies. 

2.  Discussion  with  head  of  household  to 
ascertain  if  awareness  of  intestinal  parasite 
problem  in  family  has  caused  voluntary 
changes  in  practices  or  habits  to  be  initiated. 
For  example,  have  they  taken  it  upon  them- 
selves to  construct  a sanitary  pit  privy  or 
changed  any  personal  habits? 

3.  Furnish  them  with  a container  so  that  a 
follow-up  stool  specimen  may  be  submitted  to 
determine  if  there  is  parasite  re-infestation  in 
the  previously  infested  family  member. 


Such  a survey  could  be  completed  through  a 
concentrated  effort  in  a relatively  short  period 
of  time,  or  depending  upon  workload  and 
other  factors,  it  could  be  spread  over  a much 
longer  period  of  time.  Regardless,  the  results 
of  the  retrospective  study  would  reveal  the 
same. 

Survey  findings  may  indicate  the  groups 
affected  by  intestinal  parasites  may  be  volun- 
tarily improving  their  conditions  through 
proper  environmental  sanitation  corrective 
measures.  If  this  is  found  to  be  the  case, 
though  the  intestinal  parasite  life  cycle  is 
broken  through  proper  environmental  sanita- 
tion corrective  measures,  the  parasite  eggs 
remain  in  the  soil  and  we  may  expect  our 
percentage  positive  cases  to  remain  fairly 
constant  for  the  next  few  years  until  the  eggs 
in  the  soil  die.  However,  if  the  survey  reveals 
the  groups  are  not  voluntarily  correcting  en- 
vironmental sanitation  problems,  and  the 
parasite  life  cycle  is  not  being  broken,  we  may 
expect  the  intestinal  parasite  percentage  pos- 
itive cases  to  remain  constant  indefinitely.  If 
this  is  found  to  be  the  case,  a correlation 
would  be  established  and  documented 
between  environmental  sanitation  and  intes- 
tinal parasite  infestation  which  would  substan- 
tiate the  need  for  an  environmental  sanita- 
tion program  supplement  for  solving  the  in- 
testinal parasite  problem  in  South  Carolina.  □ 
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Each  capsule  contains  50  mg.  of 
Dyrenium®  (triamterene,  SK&F  Co.) 
and  25  mg.  of  hydrochlorothiazide. 


Trademark 


MAKES  SENSE 
FOR  LONG-TERM  CONTROL 
OF  HYPERTENSION* 


Before  prescribing,  see  complete  prescribing  in- 
formation in  SK&F  literature  or  PDR.  The 
following  is  a brief  summary. 


* 


Warning 

This  fixed  combination  drug  is  not  indicated 
for  initial  therapy  of  edema  or  hypertension. 
Edema  or  hypertension  requires  therapy 
titrated  to  the  individual  patient.  If  the  fixed 
combination  represents  the  dosage  so  deter- 
mined, its  use  may  be  more  convenient  in 
patient  management.  The  treatment  of  hyper- 
tension and  edema  is  not  static,  but  must  be 
reevaluated  as  conditions  in  each  patient 
warrant. 


* Indications:  Edema:  That  associated  with  con- 
gestive heart  failure,  cirrhosis  of  the  liver,  the 
nephrotic  syndrome;  steroid-induced  and  idio- 
pathic edema;  edema  resistant  to  other  diuretic 
therapy.  Mild  to  moderate  hypertension:  Useful- 
ness of  the  triamterene  component  is  limited  to 
its  potassium-sparing  effect. 

Contraindications:  Pre-existing  elevated  serum 
potassium.  Hypersensitivity  to  either  compo- 
nent. Continued  use  in  progressive  renal  or 
hepatic  dysfunction  or  developing  hyperkalemia. 
Warnings:  Do  not  use  dietary  potassium  supple- 
ments or  potassium  salts  unless  hypokalemia 
develops  or  dietary  potassium  intake  is  markedly 
impaired.  Enteric-coated  potassium  salts  may 
cause  small  bowel  stenosis  with  or  without  ulcer- 
ation. Hyperkalemia  '(>5.4  mEq/L)  has  been 


reported  in  4%  of  patients  under  60  years,  in 
12%  of  patients  over  60  years,  and  in  less  than 
8%  of  patients  overall.  Rarely,  cases  have  been 
associated  with  cardiac  irregularities.  Accord- 
ingly, check  serum  potassium  during  therapy, 
particularly  in  patients  with  suspected  or  con- 
firmed renal  insufficiency  (e.g.,  elderly  or  dia- 
betics). If  hyperkalemia  develops,  substitute  a 
thiazide  alone.  If  spironolactone  is  used  con- 
comitantly with  'Dyazide',  check  serum  potas- 
sium frequently — both  can  cause  potassium 
retention  and  sometimes  hyperkalemia.  Two 
deaths  have  been  reported  in  patients  on  such 
combined  therapy  (in  one,  recommended  dosage 
was  exceeded;  in  the  other,  serum  electrolytes 
were  not  properly  monitored).  Observe  patients 
on  'Dyazide’  regularly  for  possible  blood  dys- 
crasias,  liver  damage  or  other  idiosyncratic 
reactions.  Blood  dyscrasias  have  been  reported 
in  patients  receiving  Dyrenium  (triamterene, 
SK&F).  Rarely,  leukopenia,  thrombocytopenia, 
agranulocytosis,  and  aplastic  anemia  have  been 
reported  with  the  thiazides.  Watch  for  signs  of 
impending  coma  in  acutely  ill  cirrhotics.  Thia- 
zides are  reported  to  cross  the  placental  barrier 
and  appear  in  breast  milk.  This  may  result  in 
fetal  or  neonatal  hyperbilirubinemia,  thrombo- 
cytopenia, altered  carbohydrate  metabolism  and 
possibly  other  adverse  reactions  that  have  oc- 
curred in  the  adult.  When  used  during  pregnancy 
or  in  women  who  might  bear  children,  weigh 
potential  benefits  against  possible  hazards  to 
fetus. 

Precautions:  Do  periodic  serum  electrolyte  and 


BUN  determinations.  Do  periodic  hematologic 
studies  in  cirrhotics  with  splenomegaly.  Anti- 
hypertensive effects  may  be  enhanced  in  post- 
sympathectomy patients.  The  following  may 
occur:  hyperuricemia  and  gout,  reversible  ni- 
trogen retention,  decreasing  alkali  reserve  with 
possible  metabolic  acidosis,  hyperglycemia  and 
glycosuria  (diabetic  insulin  requirements  may  be 
altered),  digitalis  intoxication  (in  hypokalemia). 
Use  cautiously  in  surgical  patients.  Concomitant 
use  with  antihypertensive  agents  may  result  in  an 
additive  hypotensive  effect.  ‘Dyazide’  interferes 
with  fluorescent  measurement  of  quinidme. 

Adverse  Reactions:  Muscle  cramps,  weakness, 
dizziness,  headache,  dry  mouth;  anaphylaxis; 
rash,  urticaria,  photosensitivity,  purpura,  other 
dermatological  conditions;  nausea  and  vomiting 
(may  indicate  electrolyte  imbalance),  diarrhea, 
constipation,  other  gastrointestinal  disturbances. 
Necrotizing  vasculitis,  paresthesias,  icterus,  pan- 
creatitis, xanthopsia  and,  rarely,  allergic  pneu- 
monitis have  occurred  with  thiazides  alone. 
Supplied:  Bottles  of  100  capsules;  in  Single  Unit 
Packages  of  100  (intended  for  institutional  use 
only). 
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TRIAMTERENE  CONSERVES  POTASSIUM  WHILE 
HYDROCHLOROTHIAZIDE  LOWERS  BLOOD  PRESSURE 


THERE AREA 
LOT  OF  PEOPLE 
GETTING  BETWEEN 

YOU  AND  YOUR 
PATIENT. 


Medicine  today  is  in  the  spotlight,  subjected  to  all 
inds  of  scrutiny.  Your  control  over  patient  therapy  is 
fing  monitored,  judged  and  occasionally  abrogated, 
ometimes  by  unknown  third  parties. 

The  worry  is  that  in  the  wake  of  this  focus,  the  rela- 
tionship between  you  and  your  patient  will  be  weakened, 
without  offsetting  benefits.  Consider  three  examples: 

Drug  Substitution  In  most  states,  pharmacy  laws, 
?gulations  or  professional  custom  stipulate  that  your 
on-generic  prescriptions  be  filled  with  the  precise  prod- 
:ts  you  prescribe.  But  in  the  last  five  years,  a dozen  or 
lore  State  laws  have  been  changed,  permitting  the  phar- 
lacist  in  most  cases  to  select  a product  of  the  same 
eneric  drug  to  fill  any  prescription. 

Ironically,  this  dilution  of  physician  control  has 
iken  place  against  a background  of  growing  evidence 
lat  purportedly  equivalent  drug  products  may  be  in- 
quivalent,  since  neither  present  drug  standards  nor  their 
aforcement  are  optimal.  In  fact,  the  FDA  itself  says  it 
as  not  enforced  the  same  standards  for  hundreds  of 
follow-on”  products  that  it  had  applied  to  the  original 
JDA  approvals.  Thus  physician  control  over  patient 
aerapy  is  being  eroded  with  a risk  that  patients  may  be 
xposed  to  drugs  of  uncertain  quality. 

The  major  advertised  claim  for  substitution  is  reduced 
rescription  prices  for  consumers.  Yet  no  documentation 
f any  significant  savings  has  been  produced. 

MAC  Vlaximum  Allowable  Cost,  MAC  for  short,  is 
Federal  regulation  designed  to  cut  the  Government  s 
rug  bill  by  setting  price  ceilings  for  drugs  dispensed  to 
dedicare  and  Medicaid  patients.  Unless  the  prescriber 
ertifies  on  the  prescription  that  a particular  product  is 
nedically  necessary,  the  Government  intends  to  pay  only 
or  the  cost  of  the  lowest-priced,  purported ly-equivalent, 


generally-available  product.  The  effect  of  the  program 
may  be  that  elderly  and  indigent  patients  will  be  restricted 
to  products  which  someone  in  Washington  believes  are 
priced  right.  Practicing  doctors  will  have  little  to  say  about 
administration  of  the  program,  since  Government  will 
have  absolute  authority  to  make  its  choices  stick. 

The  drug  lag  The  future  of  drug  and  device  re- 
search depends  upon  a scientific  and  regulatory  environ- 
ment that  encourages  therapeutic  innovations.  The 
American  pharmaceutical  industry  annually  is  spending 
more  than  $ 1 billion  of  its  own  funds  and  evaluating 
more  than  1 ,200  investigational  compounds  in  clinical 
research.  Disease  targets  include  cancer,  atherosclerosis, 
viruses  and  central  nervous  system  disorders,  among 
others.  But  there  is  a major  barrier  to  the  flow  of  new 
drugs  to  your  patients : The  cost  of  the  research  is  more 
than  ten  times  what  it  was,  per  product,  in  1962;  and 
whereas  governmental  clearance  of  new  drug  applica- 
tions took  six  months  then,  it  commonly  consumes  two 
years  now. 

The  FDA  needs  adequate  time,  of  course,  to  consider 
data.  But  it  is  equally  clear  that  the  present  approval  proc- 
ess contributes  to  needless  delay  of  needed  therapy. 
That’s  why  the  increased  efficiency  of  the  drug  approval 
process  is  vital  to  all  our  futures. 

If  these  issues  concern  you,  we  suggest  that  you  make 
your  voice  heard— among  your  colleagues  and  your  repre- 
sentatives in  State  legislatures  and  in  Washington. 

It  could  make  a difference  in  your  practice  tomorrow. 
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DIAGNOSTIC  PATTERNS  IN  DISABILITY 
IN  SOUTH  CAROLINA  AND  THE  NATION* 


FRED  H.  FELLERS,  M.D.** 


Under  the  provisions  of  the  Social  Security 
Disability  Program,  the  nation’s  largest  dis- 
ability plan,  a worker  under  65  can  receive 
monthly  benefits  if  he  or  she  becomes  unable 
to  work  due  to  a mental  or  physical  impair- 
ment that  has  lasted  or  is  expected  to  last  at 
least  12  months  or  is  expected  to  result  in 
death. 

Almost  80,000,000  workers  can  count  on 
monthly  cash  benefits  in  the  event  of  such 
severe  or  extended  disability.  In  addition,  the 
dependents  of  these  workers  are  also  eligible 
for  monthly  benefits.  Nearly  2.4  million  work- 
ers and  1.8  million  dependents  are  now  re- 
ceiving disability  benefits  at  the  rate  of  more 
than  $7,500,000,000  a year. 

*This  short  statistical  analysis  of  data  compiled  by  the 
Office  of  Research  and  Statistics  of  the  Social  Security 
Administration  shows  the  extent  and  nature  of  South 
Carolina's  participation  in  the  Social  Security  Disabil- 
ity Program.  It  compares  some  of  the  state's  data  with 
national  average  and  includes  a comparison  of  worker 
disability  allowance  by  diagnostic  groups  for  South 
Carolina  and  the  United  States  overall. 

**Medical  Consultant,  S.  C.  Vocational  Rehabilitation 
Department,  Disability  Division,  Columbia,  S.  C.  29240. 


Currently,  39,700  disabled  workers  in  South 
Carolina  are  receiving  $8,100,000  a month  in 
benefits.  In  addition,  7,000  wives  or  husbands 
of  disabled  workers  and  22,700  children  of 
disabled  workers  in  South  Carolina  are  re- 
ceiving a monthly  rate  of  $400,000  and 
$1,200,000  respectively. 

The  latest  year  for  which  tabulated  data  is 
available  showing  disabled  worker  diagnostic 
patterns  by  state  is  1972.  Disabled  workers  in 
South  Carolina  who  began  receiving  benefits 
in  that  year  constituted  6,762  of  the  455,398 
new  beneficiaries  nationwide. 

Table  1 compares  the  frequency  of  diag- 
nostic groups  in  South  Carolina  with  the 
United  States  overall.  It  shows  that  disease  of 
the  circulatory  system  comprised  the  largest 
diagnostic  group  in  the  country  in  1972.  Dis- 
ease of  the  musculoskeletal  system  and  men- 
tal disorders  including  psychoneurotic  and 
personality  disorders  were  the  second  and 
third  largest  diagnostic  groups  respectively. 
All  states  do  not  have  or  follow  this  pattern. 

Within  these  overall  diagnostic  groups,  the 
most  prevalent  primary  diagnosis  in  both 
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South  Carolina  and  the  nation  in  1972  was 
chronic  ischemic  heart  disease.  South  Caro- 
lina recorded  1,662  cases  that  year.  The  na- 
tion’s second  most  common  primary  diagnosis. 
Osteoarthritis,  accounted  for  357  cases  in 
South  Carolina.  Following  these  in  order  of 
decreasing  national  prevalence  was  displace- 
ment of  intervertebral  discs  with  South  Caro- 
lina reporting  187  cases  followed  by  schizo- 
phrenia with  319  cases.  There  were  306  cases 
of  emphysema  in  South  Carolina,  187  cases 
of  diabetes  mellitus  and  rheumatoid  arthritis 
in  allied  conditions  accounted  for  173  cases  in 


South  Carolina  that  year.  Acute  cerebral  vas- 
cular disease  listed  eighth  among  most  preva- 
lent primary  disease  in  1972  and  recorded  107 
cases  in  South  Carolina.  Malignant  neoplasm 
of  trachia  and  lung  - 125  cases  and  other 
respiratory  diseases  rank  tenth  with  48  cases. 

Additional  information  about  the  Social 
Security  Disability  Program  in  South  Caro- 
lina that  can  be  obtained  through  the  Voca- 
tional Rehabilitation  Department,  Disability 
Determination  Division,  P.O.  Box  4557,  Co- 
lumbia, South  Carolina  29204,  or  telephone 
758-8751. 


Table  1.  — Social  Security  Worker  Disability  Allowances  1972  — Diagnostic  Groups 


South 


Diseases  of  the  circulatory  system  

146,684 

32.2 

2,481 

36.7 

Diseases  of  the  musculoskeletal  system  

75,923 

16.7 

960 

14.2 

Mental,  psychoneurotic,  and  personality  disorders  ... 

45,253 

9.9 

754 

11.2 

Neoplasms  

43,667 

9.6 

506 

7.5 

Accidents,  poisonings,  and  violence  

31,728 

7.0 

467 

6.9 

Diseases  of  the  respiratory  system  

33,038 

7.3 

426 

6.3 

Diseases  of  the  nervous  system  and  sense  organs  

28,216 

6.2 

325 

4.8 

Endocrine  system,  metabolic,  and  nutritional  diseases 

17,352 

3.8 

285 

4.2 

Diseases  of  the  digestive  system  

13,369 

2.9 

166 

2.5 

Infective  and  parasitic  diseases  

8,627 

1.9 

141 

2.1 

Other  

11,541 

2.5 

251 

3.7 

Total  

455,398 

1/ 

100.0 

6,762 

y 

100.0 

1 J Figures  may  not  total  100%  due  to  rounding. 
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Ray  and  Noni  Scheuer 

came  to  Seven  Lakes  lor 
the  time  of  their  lives. 


They 
decided  to 
stay  fora 
lifetime. 

It  started  as  a holiday  for  the  Scheuers.  They 
traveled  from  their  home  in  Ohio  for  a week  or 
two  in  the  North  Carolina  Sandhills,  golf  capital 
of  the  world.  They  happened  upon  Seven  Lakes. 

And  that's  the  best  thing  that  ever  happened  to 
them.  Today  they  live  at  Seven  Lakes  — at  home 
with  all  the  pleasure  they'll  ever  want  — tennis, 


Seven  Lakes  is  located  8 miles  west  of  Pinehurst 

on  N.C.  211. 
P O.  Box  SJ  West  End,  N.C.  27376 


swimming,  boating,  and  the  Peter  V.  Tufts'  de- 
signed golf  course.  If  that  sounds  like  your  kind 
of  lifestyle,  take  a tip  from  Noni  and  Ray. 


seven 


H 

? 

1 

1 

( 

! 

bakes 
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Obtain  HUD  property  report  from  developer,  and  read  it  before  signing  anything.  HUD  neither  ap- 
proves the  merits  of  the  offering  nor  the  value,  if  any,  of  the  property 


TO  MY  FELLOW  PHYSICIANS: 


I 


PROFESSIONAL  SERVICES  AGREEMENT: 

Blue  Cross  and  Blue  Shield  of  South  Carolina  is  a mutual  insurance  company  offering  ser- 
vice type  contracts  different  from  the  usual  indemnity  contracts  of  the  commercial  insurance 
carriers.  The  Blues  in  their  structure  desire  a contract,  a mutual  document  of  understanding,  with 
the  hospitals  and  physicians  of  South  Carolina.  The  previous  agreement  was  many  years  old  and 
outdated.  An  updated  current  agreement  was  submitted  for  our  consideration  in  April,  1976. 
There  were  controversial  features  to  this  agreement,  and  a Committee  of  Council  chaired  by  Dr. 
R.  D.  Smoak,  Jr.,  met  with  top  officials  of  the  Blues  on  August  4,  1976  and  together  reworked 
the  agreement  into  a reasonable  document.  This  agreement  will  not  satisfy  all  of  us,  but  I think  it 
is  acceptable.  It  does  not  have  the  approval  of  Council  but  is  being  submitted  to  you  for  your 
individual  consideration  and  action.  To  those  of  you  who  are  so  critical  of  the  Blues  and  skeptical 
of  their  integrity,  let  me  assure  you  that  their  Board  of  Directors  is  of  equal  character  and  integrity 
as  your  Council  of  SCMA  and  the  chief  officers  are  just  as  dedicated  to  making  available  the  best 
hospital  and  medical  insurance  at  reasonable  cost  to  their  subscribers  as  we  are  equally  dedicated 
to  the  delivery  of  quality  medical  care  to  our  patients.  So,  let  us  put  aside  any  further  feuding, 
for  we  need  each  other. 

MEDICAID-MEDICARE  REIMBURSEMENT: 

On  August  5,  1976,  a delegation  headed  by  your  President,  held  a historical  conference  with 
the  Director  of  the  Bureau  of  Health  Insurance  (Medicare  administrators)  and  his  top  staff  offi- 
cials. If  the  proposals  which  were  discussed  during  the  meeting  become  reality,  South  Carolina 
physicians  will  be  reimbursed  for  services  to  Medicare  and  Medicaid  patients  on  a new  and  im- 
proved basis  by  January,  1977.  The  main  points  of  the  discussion  would  eliminate  the  geographic 
differences  now  being  used  in  the  Medicare  and  Medicaid  reimbursement  system  and  in  their 
place  would  be  created  a statewide  prevailing  fee  by  specialty.  Also,  eliminated  would  be  the 
individual  profile  for  customary  charges  currently  used.  In  its  place,  the  physician’s  actual  charge 
for  the  service  would  be  compared  to  the  statewide  prevailing  fee  for  his  specialty,  and  the  physi- 
cian would  be  reimbursed  whichever  of  the  two  is  less.  Also  under  the  terms,  an  annual  review  of 
the  schedule  would  be  conducted  and  one  consideration  would  be  the  Cost  of  Living  Index  for  the 
preceding  12-month  period.  We  believe  the  Federal  Medicare  and  Medicaid  officials  have  shown 
an  outstanding  degree  of  cooperation  in  helping  us  solve  the  problem  of  equal  reimbursement  for 
physicians  in  rural  areas,  and  we  believe  we  are  fortunate  to  be  able  to  be  considered  for  this  type 
of  experimental  pilot  reimbursement  program.  Thus,  South  Carolina  is  leading  the  nation  in  this 
joint  venture. 
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Sincerely, 

J.  D.  Gilland,  M.D. 
President 
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HOT  TOO  LITTLI 

■ as  potent  as  the  pain  you  need  to  relieve  in  patients 
with  fractures,  sprains,  strains,  wounds,  contusions, 
and  the  pain  of  surgical  convalescence 

■ unlike  acetaminophen/codeine  combinations,  it 
does  not  sacrifice  anti-inflammatory  action 

NOT  TOO  MUCH 

■ potent— yet  not  excessive  ■ addiction  liability  low 


NOT  TOO  EXPENSIVE 

■ brand-name  qualify,  yet  reasonable  in  cost 

■ readily  available  in  both  hospital  and  local  pharmacies 

(S  CONVENIENCE 

■ telephone  Rx  in  most  states,  up  to  5 refills  in 

6 months  at  your  discretion  (where  state  law  permits) 


p No.  3 

As  potent  as  the  pain  it  relieves 


e.g.the  pain  of 
sprains  and  strains 


EMPIRIN  COMPOUND 
WITH  CODEINE  NO.  3 

codeine  phosphate* (32  4 mg)  gr  Z2 

Each  tablet  also  contains:  aspirin  gr  3V2,  phenacetm  gr  2J4,  caffeine  gr  'A.  *Warning-may  be  habit-forming 


ft 

Wellcome 


Burroughs  Wellcome  Co 

Research  Triangle  Park 
North  Carolina  27709 


LETTERS  TO  EDITOR  DEPARTMENT 


Dear  Editor: 

I felt  compelled  to  write  to  you  a letter  of 
gratitude  expressing  my  sincere  and  heartfelt 
appreciation  for  all  of  the  many  wonderful, 
kind  and  completely  unselfish  acts  rendered 
to  me,  our  hospital,  and  especially  our  com- 
munity by  my  good  and  faithful  friend,  the 
late  Dr.  O.  M.  Goodlett,  physician,  human- 
itarian and  Christian  gentleman. 

I have  known  personally  and  well  some  of 
the  most  prominent  physicians  in  our  nation, 
but  never  have  1 known  a more  dedicated, 
dignified  and  divine  man  of  medicine. 

I would  write  a book  on  the  good  he  has 
done  for  his  community,  without  any  idea  of 
ever  receiving  any  personal  gain.  Most  of  his 
good  works  are  not  known  generally  and  may 
never,  but  I sincerely  hope  and  pray  that  this 
community  can  in  some  way  pay  tribute  to  this 
good  and  great  servant  of  mankind,  posthu- 
mously. 

Forty  years  of  noble  service  should  not  go 
unrecognized.  I can  count  on  one  hand  the 
doctors  who  remain  of  his  calibre. 

Gratefully  for  his  friendship, 

Dwight  H.  Smith,  M.D. 

Williamston  Hospital,  Inc. 

P.O.  Box  246 
Williamston,  S.  C.  29697 

Dear  Editor: 

The  June,  1976  Journal  contained  a report 
of  confirmation  of  intestinal  coccidiosis.  I 
think  the  authors  missed  a chance  to  empha- 
size a feature  of  this  case  applicable  to  a large 
variety  of  problems  presented  to  the  clinical 
laboratory  - often,  unfortunately  presented  in 
a usual  or  routine  way. 


In  the  above  case,  numerous  “routine” 
stools  for  BO  and  P were  negative.  Dr.  Leger- 
ton,  continuing  highly  suspicious  of  parasitic 
intestinal  disease,  asked  Mrs.  Flood  how  she 
could  most  optimally  help  isolate  and  confirm 
the  suspected  organism  considering  the  par- 
ticular set  of  circumstances  of  that  clinical 
case.  She  asked  for  the  rapid  delivery  of  every 
stool  passed  until  such  time  as  she  had  felt 
efforts  had  proven  of  no  avail.  Formalin-ether 
concentrates  were  made  on  approximately  ten 
different  stools,  and  a grand  total  of  only  two 
organisms  were  finally  observed. 

The  point  is  that  most  laboratory  workers 
are  caught  up  in  processing  a tremendous  load 
of  work,  quite  a considerable  portion  of  which 
is  routine.  As  a rule,  material  from  special 
cases  cannot  be  distinguished  from  that  of 
routine  cases.  In  the  above  case,  diagnosis 
was  confirmed  because  the  clinician  took  a 
problem  case  and  stimulated  competent  peo- 
ple to  more  than  routine  heights  of  a diagnostic 
search.  Ideally  this  interchange  goes  through 
the  pathologist  who  often  is  able  (informed 
of  the  case  problem)  to  bring  to  bear  a num- 
ber of  unusual  or  little  known  areas  of  exper- 
tise in  the  lab  to  make  a diagnosis.  An  unusual 
case  presented  to  the  laboratory  workers  and 
pathologist  is  likely  to  excite  unusual  effort 
and  expertise  and  yield  a confirmed,  unusual 
diagnosis. 

Sincerely, 

Ervin  B.  Shaw,  M.D. 

Pathologist 

The  Fexington  County  Hospital 
2720  Sunset  Boulevard 
West  Columbia,  S.  C.  29211 
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WARING  HISTORICAL  LIBRARY  FILLED  WITH  RELICS 


Much  of  the  history  of  medicine  in  South 
Carolina  is  contained  in  the  Waring  Historical 
Library  of  the  Medical  University  of  South 
Carolina.  Materials  have  been  collected  over 
a considerable  period,  and  are  available  for 
use  by  interested  persons. 

The  historical  library,  a branch  of  the  gen- 
eral library  system,  has  approximately  6,000 
medical  books,  the  nucleus  of  which  comes 
from  the  collection  of  the  Medical  Society  of 
South  Carolina  in  Charleston.  Begun  in  1791, 
that  library  grew  slowly  over  the  years  to  a 
fairly  considerable  size,  suffering  certain 
depredations  in  the  period  of  the  Civil  War, 
and  thereafter  was  rather  neglected  for  a great 
many  years.  Most  of  the  books  date  from  the 
18th  and  19th  centuries,  and  there  are  early 
journals  of  the  period  from  England,  France, 
and  the  United  States.  A few  of  the  books  go 
back  to  the  16th  century. 

The  library  has  miscellaneous  museum  ob- 
jects (old  instruments,  medicine  chests,  saddle 


bags,  etc.),  and  a number  of  prescription  books 
and  day  books.  It  also  includes  the  handwrit- 
ten theses  of  students  of  the  Medical  College 
of  South  Carolina  from  1825  to  1831,  many 
Edinburgh  theses,  and  a number  of  lecture 
notes  from  South  Carolinians  who  studied 
at  Edinburgh  and  Pennsylvania. 

The  South  Carolina  collection  includes 
books  (old  and  new)  written  by  South  Carolin- 
ians and  files  of  biographical  and  general 
material  bearing  on  the  history  of  medicine 
in  the  state.  There  is  also  a modest  collection 
of  valuable  papers  and  documents,  mostly  of 
South  Carolinians,  a small  group  of  microfilms, 
and  a number  of  medical  prints  and  carica- 
tures. 

The  library  is  vitally  interested  in  obtaining 
books,  letters,  pictures,  objects,  and  personal 
papers  relating  to  historical  medicine  in  gen- 
eral and  to  South  Carolina  medicine  and  its 
physicians  in  particular.  The  interest  of  the 
profession  in  this  effort  is  warmly  solicited. 
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WINCHESTER 

“ CAROLINA* ' HOUSE  OF  SERVICE" 

Winchester  Surgical  Supply  Company 

200  SOUTH  TORRENCE  ST.  CHARLOTTE,  N.  C.  28201 

Phone  No.  701-372-2240 

Winchester-Ritch  Surgical  Company 

421  WEST  SMITH  ST.  GREENSBORO,  N.  C.  27401 

Phone  No.  919-272-5656 

We  equip  many  new  Doctors  each  year  and  invite  your  inquiries. 

Emory  L.  Floyd  J.  Ray  .Jackson 

Box  3228  Tel.  803/662-4417  Box  2143  Tel.  803/246-1274 

W.  Florence  Sta.,  Florence,  S.  C.  29501  Greenville,  S.  C.  29602 

We  have  salesmen  living  in  South  Carolina  to  serve  you 
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AUXILIARY  PRESIDENT’S  PAGE 


This  month  I have  asked  our  President-Elect, 

Mrs.  Elise  Cain,  to  report  to  you  on  PROJECT 
BANK. 

Margaret  Ellen  Cline 

PROJECT  BANK 

Project  Bank  is  the  “youngest”  baby  in  our  Auxiliary.  Although  it  is  only  one  year  old,  it  has 
its  feet  well  planted  and  is  growing  by  leaps  and  bounds.  It  is  reaching  out  beyond  the  arms  of 
the  Auxiliary  to  other  organizations  to  make  loans.  The  potential  for  this  project  is  unlimited  as 
interest  and  enthusiasm  mount. 

The  Project  Bank  is  information,  housed  at  national  headquarters,  from  which  state  and 
county  auxiliaries  can  obtain  materials  on  community  service  projects  which  have  been  success- 
fully developed  and  implemented  by  other  auxiliaries  across  the  country.  It  is  a communication 
mechanism  through  which  national,  state  and  county  auxiliaries  can  share  program  information. 

It  was  designed  to  fulfill  the  natural  role  of  the  national  auxiliary  as  a resource  to  state  and 
county  auxiliaries  in  providing  program  information.  Instead  of  national  passing  programs  down 
to  states,  counties  will  be  implementing  programs  based  on  their  own  county  needs  and  passing 
these  on  to  the  national  auxiliary  for  sending  to  other  auxiliaries.  It  is  local  initiative  stimulated 
at  national  level. 

A national  coordinator  and  eight  area  counselors  will  work  as  a committee  to  research  and 
develop  projects,  with  assistance  from  national  headquarters  on  paperwork.  There  are  two  area 
counselors  in  each  auxiliary  region.  Mrs.  Wayne  C.  Brady,  Greenville,  is  one  of  the  counselors  for 
the  Southern  Region.  She  will  work  through  the  state  presidents,  consulting  with  them  on  how 
they  can  be  used. 

The  state  Project  Bank  Coordinator  works  in  cooperation  with  the  area  counselor  to  tell  na- 
tional what  the  state  and  counties  are  doing. 

The  county  auxiliary  reports  in  full  (how,  what,  when  and  where  and  why)  on  projects  that 
were  successful  for  them  and  deposits  them  in  the  Project  Bank  in  Chicago.  These  projects  are 
cataloged  under  12  major  headings  such  as  Aging,  Blood  Donor,  Children  and  Youth.  Then 
under  each  major  heading  are  numerous  subheadings.  Which  makes  it  quick  and  easy  to  identify 
a specific  project  to  meet  a communities  specific  need. 

The  new  revised  edition  of  the  Project  Bank  catalog  is  available  for  loan  to  any  county  wanting 
to  select  a project.  The  catalog  (in  a bright  orange  binder)  contains  half-page  synopses  of  both  old 
and  new  projects  as  well  as  resource  information  and  information  on  new  package  programs.  Full 
copies  of  projects  listed  in  the  catalog  can  be  obtained  from  the  Project  Bank  at  national  head- 
quarters. 

After  all,  its  got  a lot  going  for  it.  Not  only  will  it  use  the  imagination  and  creative  potential 
of  the  auxiliaries  greatest  asset  — 90,000  members  — it  will  bring  the  national  auxiliary’s  role  of 
resource  to  the  state  and  county  auxiliaries  and  its  membership  into  focus,  with  the  national  aux- 
iliary providing  information  to  assist  them  in  projects  to  improve  the  health  and  well  being  of 
people  who  need  help  in  their  communities. 

The  National  Council  on  Aging  has  awarded  the  NCOA  Citation  to  the  AMA  Auxiliary  for  its 
contribution  to  the  aging,  through  projects  listed  in  the  Project  Bank. 

We  take  pride  in  The  Project  Bank  because  it  is  a First.  It  is  brand  new  and  its  potential 

is  unlimited. 
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Elise  Cain 

State  Project  Bank  Coordinator 
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a basic  need  for  the 


Tablets:  200  mg  dyphylline 
Elixir:  per  15  ml:  dyphylline  100  mg, 

alcohol  20%  v/v 


the  bronchodilator  with  a difference... dyphylline. 


A NEED  FOR  YOUR  PATIENT 
BECAUSE 

1 . Therapeutically  effective 

2.  Little  to  no  CNS  stimulation 

3.  Little  to  no  gastric  upset 

4.  Effective  during  long-term  therapy 

5.  Only  1/5  the  toxicity  of 
theophylline  or  aminophylline1 2,3 
(based  on  animal  studies) 


REFERENCES 

1 McColl,  J.  D.,  et  al.:  J.  Pharm.  & Exp.  Therap. 
116:343,  1956 


2.  Quevauviller,  Par  Andre,  et  al.:  Presse  Med. 
61:1480-1482,1953 

3.  Maney,  P.  V.,  et  al.:  J.  Am.  Pharm.  Assoc. 
35:266-272,1946 


^Pharmaceuticals^  Linking  Chemistry  to  Medicine 


Mallinckrodt,  Idc. 

Mallinckrodt  Pharmaceutical  Division 
iSLiLouis,  Missouri  63147 


1976  SCMA  MID-WINTER  CONFERENCE 


November  5,  6 and  7,  1976 
Quality  Motor  Inn 
Broad  River  Road  at  1-20,  Columbia 


FRIDAY,  NOVEMBER  5 


5:00  to  8:30  p.m. 
8:00  to  9:30  p.m. 


Registration 
SCMA  Reception 

SATURDAY,  NOVEMBER  6 


7:30  a.m. 

7:30  a.m. 

8:00  a.m. 

8:30  - 11:30  a.m. 

12  NOON  - 1:15  p.m. 
1 :30  - 3:30  p.m. 


3:30  p.m. 

7:00  to  8:30  p.m. 


Council  Breakfast 

Reference  Committee  Chairmen  Breakfast 
Registration 

Standing  Committee  Meetings 

Buffet  Luncheon 

House  of  Delegates  Session 

1)  Recommendations  to  Reference  Committees  from  Officers  and 
Standing  Committee  Chairmen 

2)  Report  of  SOCPAC  - Kenneth  N.  Owens,  M.D.,  Chairman 

3)  Report  of  S.  C.  MEDICAL  CARE  FOUNDATION  - Halsted  M. 
Stone,  Vice  Chairman 

Reference  Committee  Meetings 
Reception 


7:30  a.m. 
9:00  a.m. 


12:15  p.m. 

12:30  to  1 :30  p.m. 
1 :30  p.m. 


SUNDAY,  NOVEMBER  7 

Council  Breakfast 

House  of  Delegates  Session 

1)  Remarks  by  Dr.  William  H.  Knisely,  President,  MUSC 

2)  Introduction  of  Dean  Marcus  Newberry,  MUSC;  and 
Dean  Roderick  MacDonald,  USC  School  of  Medicine 

3)  Presentation  of  Special  Awards 

4)  Reports  of  Officers: 

President’s  Report 
Chairman  of  Council’s  Report 
Treasurer’s  Report 
Secretary’s  Report 
Executive  Director’s  Report 

5)  Reports  of  Reference  Committees 

6)  New  Business 

House  Recess:  10  Minute  Non-Denominational  Religious  Service 

SCMA  Buffet  Luncheon 

House  of  Delegates  resume  (if  necessary) 
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EFFECTIVE 

APPETITE  DEPRESSANT 

vith  predictable 
>harmacological  action 

AMPHAPLEXC 


ngle  entity  amphetamine  product.  Each 
MPHAPLEX-10  (10  mg.  tablet)  contains:  dextro- 
Tiphetamine  saccharate  2.5  mg.,  amphetamine 
spartate  2.5  mg.,  dextroamphetamine  sulfate  2.5 
ig.,  amphetamine  sulfate  2.5  mg.  AMPHAPLEX-20 
20  mg.  tablets)  contain  twice  this  potency. 


‘#Y.  _ 


V^T  ■f' 


Average  weight  loss  of  2.15  lbs  per  week 
compared  in  clinical  studies  against  a placebo. 


CONTROLLED  STUDY  — 

2 CASES  4 WEEKS'  RESULTS 


Amphaplex  eases  the  discomfort  of  adherence  to  a 
restricted  diet  in  individuals  who  are  well  motivated  to 
reduce  their  food  intake. 

Clinical  studies  disclose  amphetamines  to  be  the  most 
dependable  drug  in  a weight-reduction  regimen  compared 
to  other  anorexigenic  agents. 


Amphetamines  have  a significant  potential  for  abuse.  In 
view  of  their  limited  short-term  anorectic  effect  and  rapid 
development  of  tolerance,  they  should  be  used  with 
extreme  caution  and  only  for  limited  periods  of  time  in 
weight  reduction  programs. 

Actions:  Amphetamines  are  sympathomimetic  amines  with 
)NS  stimulant  activity.  Peripheral  actions  include  elevation  of 
lystolic  and  diastolic  blood  pressures  and  weak  bronchodilator 
ind  respiratory  stimulant  action.  The  anorectic  effect  diminishes 
ifter  a few  weeks. 

ndications:  Exogenous  obesity,  as  a short  term  (a  few  weeks) 
adjunct  in  a regimen  of  weight  reduction  based  on  caloric 
estriction.  For  patients  in  whom  obesity  is  refractory  to  other 
neasures. 

Contraindications:  Advanced  arteriosclerosis,  symptomatic 

:ardiovascular  disease,  moderate  to  severe  hypertension,  hyper- 
thyroidism, known  hypersensitivity  or  idiosyncracy  to  the 
sympathomimetic  amines.  • Agitated  states.  • Patients  with  a 
history  of  drug  abuse.  • During  or  within  14  days  following  the 
administration  of  monoamine  oxidase  inhibitors,  hypertensive 
crises  may  result. 

Warnings:  Tolerance  to  the  anorectic  effect  usually  develops 
within  a few  weeks.  When  this  occurs,  the  recommended  dose 
should  not  be  exceeded  in  an  attempt  to  increase  the  effect, 
rather,  the  drug  should  be  discontinued.  Amphetamines  may 
impair  the  ability  of  the  patient  to  engage  in  potentially  haz- 
ardous activities  such  as  operating  machinery  or  driving  a motor 
vehicle;  the  patient  should  therefore  be  cautioned  accordingly. 
Precautions:  Caution  is  to  be  exercised  in  prescribing  ampheta- 
mines for  patients  with  even  mild  hypertension.  Insulin  require- 
ments in  diabetes  mellitus  may  be  altered  in  association  with 
the  use  of  amphetamines  and  the  concomitant  dietary  regimen. 
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TERMINAL  AORTIC  OBSTRUCTION  - 
LERICHE  SYNDROME 

H.  B.  GREGORIE,  JRV  M.D.* 

ROBERT  S.  CATHCART,  III,  M.D.** 

STANLEY  M.  WILSON*** 


INTRODUCTION 

It  is  the  purpose  of  this  report  to  describe 
the  Leriche  Syndrome,  discuss  operative 
treatment,  and  to  describe  a reasonable  sur- 
gical approach  to  the  problem  when  the  ob- 
struction extends  to  the  level  of  the  renal  ar- 
teries allowing  no  cuff  below  the  renal  arter- 
ies for  temporary  occlusion  during  the  inser- 
tion of  an  arterial  graft. 

The  Leriche  Syndrome  is  arteriosclerotic 
terminal  aortic  obstruction  classically  asso- 
ciated with  males  50  to  70  years  of  age  who 
have  bilateral  lower  extremity  weakness, 
easy  fatiguability,  muscle  atrophy,  and  inabil- 
ity to  maintain  a penile  erection.1  In  1940, 
Leriche  described  in  the  Presse  Medicate  his 
initial  series  of  patients  and  suggested  lumbar 
sympathectomy  and  excision  of  the  aortic 
bifurcation  for  therapy. 

The  Leriche  Syndrome  is  generally  asso- 
ciated with  hip  and/or  thigh  claudication, 
rather  than  simple  weakness.  With  advanced 
disease,  rest  pain  usually  develops.  Impotence 
is  a variable  finding,  both  as  to  prevalence 
and  as  to  severity,  and  depends  upon  the  ex- 
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versity of  South  Carolina. 

**Clinical  Associate  in  Surgery,  Medical  University  of 
South  Carolina. 

*** Medical  Student,  Medical  University  oi  South  Caro- 
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tent  of  the  disease  in  the  hypogastric  arteries; 
its  incidence  has  been  estimated  at  40  percent. 
Femoral,  popliteal,  and  dorsalis  pedis  pulses 
are  usually  absent  or  greatly  diminished.  Ab- 
sence of  hair,  brittle  nails,  and  other  signs  of 
chronic  ischemia  usually  are  not  present  un- 
less there  is  extensive  arteriosclerotic  disease 
distally.  The  interval  from  onset  of  symptoms 
to  severe  claudication  and  rest  pain  is  highly 
variable. 

Terminal  aortic  obstruction  is  but  one  of 
many  clinical  presentations  of  active  arterio- 
sclerotic disease.  While  the  essence  of  the 
process  remains  almost  uncontrollable,  the 
basic  risk  factors,  pathology,  and  epidemiol- 
ogy are  becoming  better  understood.  Modern 
surgical  techniques  have  had  a dramatic  role 
in  relieving  the  morbidity  of  the  disease,  par- 
ticularly its  segmental  attack  on  large  vessels. 

Epidemiological  correlates  of  arterio- 
sclerotic disease  and  thus  of  the  Leriche  Syn- 
drome are  numerous,  somewhat  inter-related, 
and  well  known  but  nevertheless  deserve  brief 
mention.  Risk  factors  include  hypertension, 
elevated  serum  cholesterol,  cigarette  smok- 
ing, reduced  glucose  tolerance,  inadequate 
exercise,  male  sex  and  post-menopausal 
females,  heredity,  reduced  vital  capacity, 
high  living  standards,  and  living  in  an  area 
with  a soft  water  supply.3  Current  theories  of 
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atherogenesis  and  thrombosis  assign  an  im- 
portant role  to  platelet  function.  In  vitro  stu- 
dies with  platelet  aggregation  indicate  that  all 
of  the  above  risk  factors  increase  platelet 
adhesiveness  and  may  thus  account  for  accel- 
erated atherogenesis  and  thrombotic  compli- 
cations.4 

The  actual  pathologic  changes  are  thought 
to  begin  with  the  so-called  fatty  streak,  which 
may  appear  even  in  childhood,  and  consists 
in  part  of  fat-filled  histiocytes  associated  with 
fibrin  and  lipoprotein  complexes.  As  the 
deposits  grow  larger,  the  lumen  begins  to 
narrow  and  in  segmental  fashion.  The  natural 
history  of  the  deposits  varies  but  in  general 
they  progress  through  the  intima,  increasing 
with  age,  eventually  compromising  vascular 
and  nutritive  supply,  and  resulting  in  focal 
necrosis  and  calcification.  The  media  and  ad- 
ventitia may  also  become  involved.  The  necro- 
sis and  calcification  may  lead  to  hemorrhage, 
ulceration  or  aneurysm  formation.5 

More  subtle  local  changes  in  vascular  insuf- 
ficiency may  be  detectable  by  Oscillometry, 
Thermography,  and  Ultrasonic  Doppler  effect. 
Oscillometry  is  useful  in  evaluating  pulse 
strength  and  providing  comparison  from  one 
point  along  a vessel  to  another  with  a numer- 
ical value.  Thermography  gives  an  indirect 
“portrait”  of  the  heat  distribution  pattern 
which  relates  to  blood  flow  in  an  extremity. 
It  may  be  used  before  and  after  surgery  to 
demonstrate  changes  in  vascular  supply.  It 
may  be  used  before  and  after  smoking  in  pa- 
tients in  whom  nicotine-induced  vasospasm  is 
important.  Skin  temperature  measurements 
at  select  points  may  provide  similar  informa- 
tion. The  Ultrasonic  Doppler  effect  allows 
determination  of  blood  velocity  and  also  gives 
information  as  to  obstruction  of  flow  by  char- 
acteristic wave  form  changes.  Normally,  there 
are  three  distinct  phases  in  a pulse  wave  form 
from  an  obstructed  vessel.  An  obstructed  ves- 
sel has  a pulse  which  is  damped  with  a mono- 
phasic  signal  easily  differentiated  from  the 
normal. 

The  most  important  test,  in  pre-operative 
evaluation,  is  an  arteriogram  to  display  the 
abdominal  aorta,  the  femoral-popliteal  run-off 
and  if  indicated,  an  aortic  arch  study  to  dem- 
onstrate the  carotid  flow.  The  demonstration 
of  a patent  profunda  femoral  artery  is  particu- 
larly significant  as  it  is  usually  patent,  but  if 
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it  were  not,  reconstruction  would  likely  be 
impossible  for  the  improvement  of  blood  flow 
since  the  superficial  femoral  artery  is  almost 
always  blocked.  When  the  femoral  pulses  are 
absent  from  more  proximal  occlusion,  an  ar- 
teriogram demonstrating  the  femoral  and  dis- 
tal outflow  may  be  done  as  the  initial  pro- 
ceeding at  the  time  of  surgery  by  direct  expo- 
sure of  these  vessels  in  the  groin.  The  arterio- 
grams should  give  clear  documentation  of  the 
diagnosis  and  the  extent  of  the  disease. 

The  management  of  the  patient  with  Leriche 
Syndrome  is  designed  according  to  his  needs 
and  ability  to  withstand  surgical  stress.  In 
very  general  terms,  the  70-year-old  patient 
with  very  mild  claudication  who  also  suffers 
angina  pectoris  may  be  well  adjusted  to  the 
condition  with  only  minor  inconvenience  re- 
sulting from  the  disease.  Such  a patient  is 
probably  better  off  without  reconstructive 
surgery.  Such  a patient  should  stop  smoking, 
which  may  reduce  vasospasm.  Control  of 
obesity,  if  present,  and  attempts  to  lower  ser- 
um triglycerides  and  cholesterol  may  prove 
to  be  effective  in  slowing  the  progression  of 
the  disease,  even  though  evidence  to  this  ef- 
fect is  still  inconclusive.  Local  care  of  ischemic 
areas,  proper  shoe  fit,  avoiding  minor  trauma, 
and  avoiding  exposure  to  extremely  cold  tem- 
peratures may  be  helpful.  Regular  exercise  to 
the  point  of  claudication  may  improve  collat- 
eral circulation  and  contribute  to  improve 
function.6  The  use  of  vasodilators  such  as 
nyridlin  hydrochloride  are  effective  in  20  to 
30  percent  of  patients  with  symptoms  of 
claudication.  Patients  with  the  Leriche  Syn- 
drome are  not  generally  in  the  group  benefited 
by  vasodilators.7  Alcohol  may  be  as  equally 
effective  as  an  orally  administered  vasodilat- 
ing agent. 

A vastly  different  approach  is  in  order  for 
the  management  of  a 40-year-old  patient  with 
disabling  claudication  and  the  need  to  func- 
tion vigorously.  Such  patients  have  an  urgent 
need  for  surgical  reconstruction  with  a better 
statistical  chance  for  survival  and  improved 
function.  There  are  several  technical  modes 
possible  for  the  management  of  the  problem: 
lumbar  sympathectomy,  excision  with  graft 
replacement,  endarterectomy,  by-pass  graft- 
ing, patch  graft  reconstruction,  or  a combina- 
tion of  these.  The  choice  is  generally  between 
endarterectomy  and  by-pass  grafting,  with 
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sympathectomy  a frequent  adjunct.  Since  the 
first  endarterectomy  in  1947,  the  progress  and 
flexibility  of  arterial  surgery  has  been  sub- 
stantial. Some  surgeons  continue  to  espouse 
endarterectomy  as  a superior  technique  in 
terms  of  patency  rates,  graft  thrombosis,  in- 
fection in  prosthetic  grafts,  aneurysmal  dila- 
tion, and  false  aneurysm  formation  at  the  su- 
ture lines.  There  is  little  doubt  that  for  some 
patients  endarterectomy  offers  less  risk.8-9 
While  endarterectomy  is  desirable  in  individ- 
uals with  disease  of  a local  nature,  in  many 
patients  the  vast  extent  of  disease  strongly 
favors  the  use  of  a by-pass  graft.  Thus,  while 
some  authors  claim  superior  results  with  en- 
darterectomy, this  may  be  significantly  re- 
lated to  the  fact  that  the  basic  process  is  gen- 
erally less  advanced  in  the  group  of  patients 
in  which  this  is  performed.10  One  advantage  of 
by-pass  grafting  is  that  total  aortic  occlusion 
time  may  be  much  less  than  it  would  be  for 
endarterectomy,  and  the  procedure  is  often 
simpler. 

Thrombosis  is  a leading  complication  in 
both  by-pass  grafting  and  endarterectomy. 
The  etiology  of  post-operative  thrombosis 
relates  to  poor  distal  arterial  outflow  or  run- 
off, incomplete  endarterectomy,  hypotension, 
failure  to  use  Heparin  intra-operatively,  and 
a poorly  secured  distal  intima  with  flap  dis- 
section." Poor  outflow  w'ith  femoro-popliteal 
disease  increases  immediate  post-operative 
failure  rates  and  is  also  associated  with  poor 
long  term  patency  rates  one-third  to  one- 
fourth  less  than  for  patients  without  such  dis- 
ease.12  A problem,  which  may  require  immedi- 
ate medication  for  control,  occasionally  fol- 
lows clamping  the  aorta  is  that  of  post-opera- 
tive hypertension.  This  has  been  linked  to  an 
increase  in  plasma  renin  activity  with  increase 
in  blood  pressure  both  by  stimulation  of  aldo- 
sterone release  and  by  a direct  vasoconstrictor 
effect  exerted  by  angiotensin  II.13 

Peripheral  pulses  in  the  lower  extremities 
must  be  monitored  regularly,  as  the  loss  of 
pulses  represents  an  urgent  indication  for  re- 
operation. Failure  to  act  may  leave  amputa- 
tion as  the  only  alternative,  particularly  with 
thrombosis  secondary  to  infection  around  a 
graft. 

Excluding  technical  error  or  failure,  other 
complications  will  be  very  much  those  of  any 
major  abdominal  procedure.  Foremost  are 


ileus,  atelectasis,  and  pneumonia.  Proper 
measures  are  directed  to  prevent  these  with 
respiratory  toilet,  nasogastric  decompression, 
proper  IV  fluids  and  antibiotics. 

Management  of  the  patient  in  the  late  con- 
valescence, and  thereafter,  should  be  very 
similar  to  that  of  the  patient  for  whom  sur- 
gery is  not  indicated,  especially  insofar  as 
dietary  control  of  lipid  intake  and  abstinence 
from  smoking  are  concerned. 

In  most  cases,  the  symptoms  of  claudication 
are  greatly  ameliorated,  distal  pulses  are  re- 
stored, and  trophic  changes  may  be  somewhat 
reversed.  Normal  sexual  function  post-oper- 
atively  is  an  inconstant  finding  and  frequently, 
impotence  will  persist. 14  A part  of  the  impo- 
tence may  relate  to  disruption  of  the  pelvic 
nerve  plexus.15  Reported  patency  rates  fol- 
lowing reconstruction  of  terminal  aortic  ob- 
struction have  ranged  from  about  62  percent 
to  94  percent.  The  series  employ  different 
techniques,  reports  over  variable  follow  up 
periods,  and  have  no  controls  as  to  patient 
populations.  Pilcher,  Barker  and  Cannon 
using  endarterectomy  claim  a five  year  paten- 
cy rate  of  89  percent  and  a ten  year  rate  of 
69  percent.16  Garrett  claims  a 90  percent  five 
year  success  rate  with  by-pass  grafting  alone 
in  a series  of  3,000  patients.17  Kouchoukos 
reports  a five  year  patency  rate  of  62  percent 
and  63  percent  respectively  for  endarterec- 
tomy and  by-pass  grafting.18  Szilagyi  in  a 
twelve  year  summary  involving  1,792  patients 
claim  a patency  rate  of  82-100  percent  for  the 
first  seven  years  post-operatively.19  In  this 
series,  45.6  percent  of  deaths  were  a result  of 
coronary  arteriosclerosis  with  another  20 
percent  due  to  renal  involvement.  A total  of 
77  percent  of  the  immediate  mortality  was 
felt  to  be  due  to  other  manifestations  of  ar- 
teriosclerotic disease  as  was  75  percent  of  late 
mortality.  Overall,  operative  mortality  is  es- 
timated to  be  2 to  6 percent  with  a higher  mor- 
tality being  associated  with  by-pass  grafting. 
This  is  estimated  by  some  authors  to  be  as 
high  as  17  percent.20 

The  following  case  reports  are  those  of 
three  patients  recently  treated  for  terminal 
aortic  obstruction  when  the  obstruction  ex- 
tended to  the  levels  of  the  renal  arteries  al- 
lowing no  cuff  below  the  renal  arteries  for 
temporary  occlusion  during  the  insertion  of 
the  graft. 
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CASE  I 

A 57-year-old  male  was  admitted  to  Roper 
Hospital  with  a three  year  complaint  of  in- 
creasing pain  in  both  hips  and  lower  extrem- 
ities on  walking.  He  was  impotent,  and  he  had 
been  treated  for  a posterior  myocardial  in- 
farction in  1962. 

Pertinent  physical  findings  were  limited  to 
the  cardiovascular  examination.  Blood  pres- 
sure was  174/96.  The  pulses  were  absent  in 
the  femoral  area  and  distally.  Hair  was  scant 
on  the  legs  and  feet.  Slow  capillary  refill  was 
noted  in  the  feet.  Laboratory  data  including 
SMA  12/60  profile,  cholesterol,  triglycerides 
and  lipoprotein  electrophoresis  were  normal. 
The  EKG  showed  a Q wave  in  lead  II,  III 
and  AVF  compatible  with  an  old  inferior  myo- 
cardial infarction.  An  aorto-iliac  femoral 
arteriogram  done  through  a left  brachial 
artery  puncture  showed  complete  occlusion  of 
the  abdominal  aorta  just  below  the  renal  ar- 
teries. (Fig.  I & 2) 


FIGURE  1 

Arteriograms  show  complete  occlusion  of  ter- 
minal aorta  just  below  level  of  renal  arteries 
in  Case  One. 


FIGURE  2 

In  Case  One,  the  enlarged  inferior  mesenteric 
artery  serves  as  a compensatory  collateral. 


In  November  1974,  the  patient  underwent 
laparotomy  with  the  findings  of  complete 
occlusion  of  the  terminal  aorta  just  below  the 
renal  arteries  and  extending  through  the  com- 
mon iliac  arteries  bilaterally.  Distal  to  this,  the 
iliac  arteries  were  open  at  the  junction  of  the 
external  and  internal  iliac  arteries.  The  supra- 
renal aorta  was  clamped  at  the  aortic  hiatus 
and  a 19  millimeter  Dacron  graft  was  sewed  to 
the  infra-renal  aorta  after  it  was  endarterec- 
tomized.  Brisk  back  bleeding  from  the  renal, 
superior  mesenteric  arteries  and  celiac  axis 
was  encountered.  This  was  controlled  by  a 
Foley  catheter  inserted  into  the  aorta  with 
inflation  of  the  balloon.  After  the  anastomosis 
was  complete,  end-to-side  iliac  artery  anasto- 
moses was  carried  out. 

Post-operatively,  the  patient  was  noted  to 
have  immediate  and  persisting  pulses  in  all 
locations  in  the  lower  extremities.  His  post- 
operative course  was  unremarkable.  Post- 
operative arteriogram  demonstrated  a good 
result.  (Fig.  3) 
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FIGURE  3 

Reconstruction  in  Case  One  with  end-to-end 
aorta  to  graft  and  with  end-to-side  graft  to 
distal  common  iliac  arteries. 

CASE  II 

A 63-year-old  retired  machinist  was  admit- 
ted to  Roper  Hospital  in  June  1974.  He  began 
to  note  bilateral  calf  claudication  in  1964. 
Later,  his  exercise  tolerance  had  become 
markedly  diminished,  and  he  complained  of 
discomfort  in  both  hips  when  walking  for  a 
half  block  distance.  He  was  unable  to  obtain 
penile  erection.  Past  medical  history  was  re- 
markable in  that  he  had  removal  of  an  epider- 
moid carcinoma  of  the  forehead  in  1968  and  a 
right  radical  neck  dissection.  There  was  no 
evident  recurrence. 

There  was  a split  thickness  skin  graft  over  a 
large  area  of  the  right  forehead  and  scars  of 
the  right  neck  dissection.  His  blood  pressure 
was  180/80.  Cardiovascular  examination  dem- 
onstrated absent  femoral  and  distal  pulses 
bilaterally.  There  were  trophic  nail  changes 
with  slight  hair  loss  on  both  legs.  There  was 
a loud  right  carotid  bruit  and  a normal  left 
carotid. 

A right  retrograde  brachial  arteriogram 
demonstrated  50  percent  stenosis  at  the  ori- 


gin of  the  right  internal  carotid  artery.  The 
other  aortic  arch  vessels  were  normal.  There 
was  complete  occlusion  of  the  abdominal  aor- 
ta just  below  the  renal  arteries.  (Fig.  4) 


FIGURE  4 

Trans-brachial  arteriogram  shows  complete 
occlusion  of  terminal  abdominal  aorta  just 
below  renal  arteries  in  Case  Two. 


Laparotomy  was  carried  out.  The  terminal 
aorta  was  completely  occluded  at  the  level. of 
-the  renal  arteries  as  were  the  common  iliac 
arteries  bilaterally.  Bilateral  femoral  artery 
exploration  was  then  carried  out.  These  were 
found  to  be  open.  The  suprarenal  aorta  was 
then  controlled  with  a clamp  at  the  aortic 
hiatus.  The  distal  aorta  was  mobilized  and 
transected  below  the  renal  arteries.  Endarter- 
ectomy of  the  aorta  at  this  level  was  carried 
out.  The  renal  arteries  were  allowed  to  back 
bleed.  A 16  millimeter  woven  Dacron  bifur- 
cation graft  was  then  sutured  end-to-end  to 
the  proximal  aorta.  Distal  end-to-side  graft 
to  the  common  femoral  arteries  at  the  bifur- 
cation of  the  superficial  and  the  profunda 
femoral  arteries  was  then  done.  There  was  im- 
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mediate  restoration  of  distal  pulses. 

The  post-operative  course  was  uncompli- 
cated, and  he  was  discharged  with  markedly 
improved  exercise  tolerance. 

CASE  III 

This  66-year-old  male  had  an  end-to-side 
aorto-femoral  bifurcation  graft  procedure  in 
1967  at  another  hospital  because  of  distal 
aortic  occlusion  and  incapacitating  claudica- 
tion. Early  post-operative  graft  clotting  oc- 
curred but  re-operation  was  not  done.  The 
patient  was  able  to  walk  for  reasonable  dis- 
tances without  pain.  Six  years  later,  he  again 
noticed  incapacitating  lower  extremity  claudi- 
cation and  exercise  tolerance  became  marked- 
ly reduced.  He  was  admitted  to  St.  Francis 
Xavier  Hospital  in  December  1973. 

The  lower  extremities  were  hairless  and 
were  of  a violaceous  color  when  dependent. 
The  nails  were  atrophic.  There  were  no  pal- 
pable femoral  pulses  or  distal  pulses. 

A translumbar  arteriogram  demonstrated 
total  occlusion  of  the  abdominal  aorta  imme- 
diately below  the  renal  arteries. 

On  12/12/73,  bilateral  groin  exploration 
was  carried  out.  The  common  femoral  vessels 
at  the  junction  of  the  superficial  and  profunda 
divisions  were  found  to  be  open  bilaterally 
by  arteriograms.  The  abdomen  was  then 
explored,  and  the  abdominal  aorta  exposed.  A 
suprarenal  aortic  clamp  was  applied  to  the 
aorta  at  the  diaphragmatic  hiatus.  An  endar- 
terectomy of  the  aorta  was  done  just  below 
and  at  the  level  of  the  renal  arteries.  The  renal 
arteries  were  allowed  to  back  bleed.  A 19  mil- 
limeter woven  Dacron  bifurcation  graft  was 
sutured  end-to-end  to  the  aorta  just  below  the 
renal  arteries.  The  graft  was  clamped  just 
below  the  anastomosis  and  subsequently 
anastomosed  to  the  common  femoral  arteries 
bilaterally  after  removing  the  previously 
placed  graft  in  this  area.  There  was  immedi- 
ate and  lasting  restoration  of  distal  leg  pulses. 
(Fig.  5) 

The  technique  used  in  the  above  described 
cases  generally  involves  a midline  incision 
from  the  xiphoid  to  the  pubis.  Intestines  are 
displaced  to  expose  the  retroperitoneal  tissues 
which  are  incised  vertically  to  expose  the  aor- 
ta to  the  level  of  the  left  renal  vein.  Depending 
upon  the  distal  level  at  which  the  anastomosis 
can  be  placed  into  a patent  system  either  the 
femoral  arteries  by  separate  groin  incisions 


are  exposed  or  the  iliacs  are  exposed  within 
the  abdomen.  Proximal  and  distal  control  of 
the  aorta  and  iliac  arteries  is  achieved.  The 
aorta  is  dissected  just  below  the  hiatus  in  the 
upper  abdomen  and  encircled  with  umbilical 
tape.  Just  prior  to  occlusion  of  the  aorta,  the 
patients  received  systemic  heparinization  by 
IV  injection  of  5,000  units  of  Heparin.  Follow- 
ing aortic  occlusion,  an  endarterectomy  is 
done  in  the  infra-renal  aorta  which  may  also 
include  the  orifice  to  the  renal  arteries  if 
needed.  The  aortotomy  is  converted  to  a trans- 
verse and  circumferential  incision  to  allow  an 
end-to-end  anastomosis  to  the  graft.  With 
the  occluding  clamp  above  the  level  of  the 
renal  arteries,  the  kidneys  are  allowed  to  back 
bleed  by  slow  drip  while  the  terminal  aorta 
is  readied  for  the  anastomosis.  The  occlusion 
time  generally  permits  proper  anastomosis  in 
fifteen  minutes  or  less.  The  graft  is  then 
flushed  of  debris  and  a clamp  applied  to  the 
graft  while  the  clamp  in  the  upper  aorta  is 
removed  to  again  profuse  the  kidneys  with 
arterial  blood.  Blood  pressure  is  properly 


FIGURE  5 

Post-operative  arteriogram  in  Case  Three 
showing  good  flow  via  graft  from  aorta  to 
femoral  arteries. 
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maintained  with  infusions  of  blood  as  needed 
and  urine  flow  may  be  aided  by  infusion  of  500 
cc  of  20  percent  Mannitol  at  this  stage.  The 
end  of  the  bifurcation  Dacron  graft  is  then  su- 
tured to  the  side  of  the  iliac  or  remoral  artery 
at  the  level  of  the  profunda  depending  on 
which  level  gives  better  flow  into  the  distal 
arterial  system.  An  alternative  approach  is  to 
run  the  graft  from  the  thoracic  aorta  to  the 
iliac  or  femoral  arteries  where  the  disease  is 
quite  advanced.21 
SUMMARY 

1.  The  Leriche  Syndrome  is  described  in  de- 
tail. 

2.  Pathophysiology  and  epidemiology  of  the 
athrosclerotic  process  is  discussed. 

3.  The  indications  for  surgical  treatment  are 
listed.  The  advantages  and  disadvantages 
of  endarterectomy  and  by-pass  grafting  are 
discussed  as  regards  operative  mortality 
and  patency  rate. 

4.  Three  cases  of  terminal  aortic  obstruction 

requiring  supra-renal  aortic  occlusion  are 
presented,  and  the  operative  techniques 
utilized  are  described  in  detail.  □ 


REFERENCES 


E Rockwell.  E.  G.:  Aorto-iliac  disease.  Minn  Med  55: 
430.  1972. 

2.  Harris,  .1.  D.,  and  R.  P.  Jepson:  Aorto-iliac  stenosis: 
A comparison  of  two  principles.  Aust  NZ  J Med  34: 
211.  1964-1965. 

3.  Eastcott,  H.  H.  G.:  Arterial  surgery.  2nd  edition. 
Philadelphia:  J.  B.  Lippincott.  Co.,  1973:5. 

4.  Larvalho,  A.  C.  A.;  R.  W.  Colman;  R.  S.  Lees:  Platelet 
function  in  hyperlipoproteinemia.  N Engl  J Med  290: 
434.  Feb.  25.  1974. 

5.  Eastcott.  H.  H.  G.:  Arterial  surgery.  2nd  edition. 
Philadelphia:  J.  P.  Lippincott.  Co.,  1973. 

6.  Spencer,  F.  C.:  Peripheral  arterial  disease.  Principles 
of  surgery,  Schwartz,  Seymour  L.  New  York:  Mc- 
Graw-Hill, 1969:741. 

7.  Spencer,  F.  C.:  Peripheral  arterial  disease.  Principles 
in  surgery,  Schwartz,  Seymour  1..  New  York:  Mc- 
Graw-Hill, 1969:744. 

8.  Donaire,  P.  M.  B.:  Aorto-iliac  endarterectomy.  .1 
Cardiovasc  Surg  13:449.  Sept. -Oct.,  1972. 

9.  Cook,  P.  A.;  P.  A.  Nobis  and  R.  J.  Stoney:  Dacron 
aortic  graft  failure.  Arch  Surg  108:101.  1974. 

10.  Rockwell,  E.  G.:  Aorto-iliac  disease.  Minn  Med  55: 

433.  1972. 

11.  Buckberg,  G.  D.;  Henney,  R.  P.  and  J.  A.  Cannon: 
Post-operative  complications  of  aorto-iliac  endarter- 
ectomy: incidence,  cause,  and  prevention.  Surg  63: 
121,  1968. 

12.  Rockwell.  E.  G.:  Aorto-iliac  disease.  Minn  Med  55: 

434.  1972. 

13.  Gal,  T.  J.;  Cooperman,  L.  H.  and  H.  D.  Berkowitz: 
Plasma  renin  activity  in  patients  undergoing  surgery 
of  the  abdominal  aorta.  Ann  Surg  179:65.  1974. 

14.  Harris,  J.  D„  and  R.  P.  Jepson:  Aorto-iliac  stenosis: 


a comparison  of  two  principles.  Aust  NZ  J Med  34: 
214,  1964-1965. 

15.  Harris,  J.  D.,  and  R.  P.  Jepson:  Aorto-iliac  stenosis: 
a comparison  of  two  principles.  Aust  NZ  J Med  34: 
274,  1964-1965. 

16.  Pilcher,  D.  B.;  W.  F.  Barker,  and  J.  A.  Cannon:  Aorto- 
iliac  endarterectomy.  Surgery  67:5,  Jan.  1970. 

17.  Garrett,  H.  E.;  Crawford,  E.  S.;  Howell,  J.  F.;  De- 
Bakey,  M.  E.:  Surgical  considerations  in  the  treat- 
ment of  aorto-iliac  occlusive  disease.  Surg  Clin  North 
Am  46:949,  1968. 

18.  Kouchoukos,  N.  T.;  Levy,  J.  F.;  Balfour,  J.  F.;  But- 
cher. H.  R.:  Operative  therapy  for  aorto-iliac  arterial 
occlusive  disease.  Arch  Surg  96:628,  1968. 

19.  Szilagyi,  D.  E.;  Smith.  R.  F.;  Elmquist.  J.  G.;  Gon- 
zalez, A.,  and  J.  P.  Elliott:  Angioplasty  in  the  treat- 
ment of  peripheral  occlusive  arteriopathy.  Arch  Surg 
90:617,  April  1965. 

20.  Rockwell,  E.  G.:  Aorto-iliac  disease.  Minn  Med  55: 
434,  1972. 

21.  Froysaker,  T.;  Skagseth.  E.;  Dundas,  P.,  and  K.  V. 
Hall:  By-pass  procedures  in  the  correction  of  obstruc- 
tions of  the  abdominal  aorta.  J Cardiovasc  Surg  14: 
317,  May-June,  1973. 


“What  a 


great 


Dr; 


tceTr 

TB. 

people! 


To  know  a country  is  to  live 
with  its  people.  Specially 
selected  young  people  from 
all  over  the  world  live  in  the 
U.S.  for  a year  with  a family, 
attending  high  school.  You 
can  bring  the  world  to  your 
neighborhood.  Write: 

Turning  places  into  people 


ais 

American  Field  Service 
International  Scholarships 
313  East  43rd  Street 
New  York,  New  York  10017 


October,  1976 


389 


SEPSIS  IN  THE  CHILD 

REVIEW  AND  PATHOPHYSIOLOGICAL 

CORRELATION 


STUART  LEVI,  M.D.* 
JOE  MOORE,  M.D. 


Present  day  management  of  septic  shock  re- 
mains controversial  and  clouded  with  personal 
opinions  and  anecdotal  experiences.  Much  in- 
formation about  the  pathogenesis  of  this  dis- 
order is  either  not  supported  by  data  from  con- 
trolled trials  in  man  or  is  extrapolated  from  ex- 
periments in  animals  in  which  massive  doses  of 
the  offending  organism  or  its  by-products  are 
used  to  induce  the  septic  state.  Furthermore, 
in  the  few  existing  prospective  studies,  it  is 
often  difficult  to  differentiate  the  effects  of 
septic  shock  from  the  disease  upon  which  the 
septic  state  is  superimposed.  Despite  the  limita- 
tions of  animal  experimentation,  many  of  the 
present  concepts  for  management  are  pre- 
dicated upon  these  studies  and  now  form  the 
basis  for  therapy  of  septic  shock. 

Septic  shock  occurs  with  infections  involving 
a wide  variety  of  microorganisms  including 
gram  negative  and  gram  positive  bacteria, 
fungi,  rickettsiae,  viruses,  and  parasites.  In 
children  and  infants,  these  infections  occur  in 
either  the  immune  competent  or  incompetent 
host.  Examples  of  immunological  incompetency 
would  include  those  with  alterations  in  their 
humoral  immune  system,  dysfunction  in  the 
polymorphonuclear  cells,  and  depression  of 
cellular  immunity.  Table  I illustrates  varied 
examples  of  the  above.  Importance  of  re- 
cognition becomes  obvious  when  mortality 
rates  of  50  percent  are  known  to  occur  once 
clinical  shock  is  evident! 

PATHOGENESIS 

Recent  interest  centers  primarily  on  the  path- 
ogenesis of  shock  due  to  gram  negative  bacteria. 
Although  not  clearly  established,  several  studies 
implicate  endotoxin  as  the  cause  of  shock  due 
to  gram  negative  organisms,  hence  the  term 

*Department  of  Pediatrics,  Medical  University  of  South 
Carolina,  80  Barre  Street,  Charleston,  South  Carol- 
lina,  29401. 


TABLE  I 

PREDISPOSING  FACTORS 


Condition  Producing 
Risk  of  Infection 


Most  Likely 
Organisms 


1.  Cystic  fibrosis 

2.  Sickle  cell 


3.  Nephrotic  syndrome 

4.  Depression  of  humoral 
immune  system 

lymphocytic  leukemia 
multiple  myeloma 
agammaglobulinemia 
cytoxic  drugs 

5.  Depression  of  cellular 
immune  response 

steroids 

uremia 

cytoxic  drugs 
Hodgkins  disease 


Staph  aureus 

Pseudomonas  sp 

Pneumococcus 

Salmonella 

Pneumonococcus 

Pneumonococcus 
Hemophilus  influenzae 
Streptococci 
Pseudomonas  sp 
Pneumocytis  carinii 

Tubercle  bacillus 
Candida 
Listeria 
Toxoplasma 

Pneumocystis  carinii 


6.  Alteration  of  polymorphonuclear 
function 
burns 

myelocytic  leukemias 
steroids 

granulocytopenia 


Staph  aureus 

Norcardia 

Serratia 

Aspergillus 

Pseudomonas 


“endotoxic”  shock.  The  effects  of  endotoxin 
on  the  vascular  channels  are: 


1.  intensification  of  the  action  of  epi- 
nephrine and  norepinephrine  on  pre- 
capillary and  postcapillary  alpha  ad- 
renergic receptor  sites,  thereby  pro- 
ducing vasoconstriction 

2.  disruption  of  vascular  integrity 

3.  initiation  of  dissiminated  intravascular 
coagulation  (DIC) 

4.  rupture  of  cellular  lysosomes  which  con- 
tain proteolytic  enzymes,  which  may 
cause  cell  autolysis. 

These  hemodynamic  changes  may  be  divided 
into  early  and  subsequent  (late)  effects,  each 
of  which  produces  a different  clinical  pic- 
ture. 13  The  pathophysiological  events  and  the 
resulting  clinical  manifestations  are  presented 
in  Table  II. 
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TABLE  II 

EFFECTS  OF  ENDOTOXIN  ON  THE  CAPILLARY  BED 


Early  Effects  Late  Effects 

Pathophysiologic  Clinical  Pathophysiologic  Clinical 


precapillary 

vasodilatation 

postcapillary 

vasoconstriction 


pooling  of  blood 
in  capillary  bed 


increase  in 
intravascular 
pressure 

I 

transudate  of  fluid 
to  the  interstitium 
(volume  loss) 


mild  precapillary 

hypotension  vasoconstriction 

oliguria  continued  post- 
skin warm  capillary  vaso- 

and  pink  constriction 


marked  increase  in 
systemic  arterial 
resistance 


decrease  venous  return  to  heart 


progressive 
hypotension 
and  oliguria 
skin  cold  and 
clammy 
acidosis 
deteriation  of 
sensorium 


decrease  cardiac  output 
decrease  in  blood  pressure 
insufficient  renal  perfusion 


INTRAVASCULAR  CLOTTING 

Evidence  of  disseminated  intravascular  co- 
agulation (DIC)  in  bacteremic  shock  can  often 
be  demonstrated  by  the  presence  of  abnormal 
clotting  studies.  In  this  disturbance,  widespread 
deposition  of  fibrin  thrombi  occurs  within  the 
microcirculation  of  various  -organ  systems. 
Plasma  clotting  factors  and  platelets  are  ulti- 
mately consumed  in  the  formation  of  fibrin 
thrombi,  thereby  producing  a paradoxical  ef- 
fect of  widespread  bleeding. 

The  diagnosis  of  DIC  should  be  suspected 
when  significant  bleeding  occurs  in  a clinical 
setting  known  to  be  associated  with  this  dis- 
order, such  as  bacteremia  and  hypotension. 
Clinically,  petechiae  and  ecchymoses  appear  on 
the  skin  and  mucous  membranes.  Intracranial, 
gastrointestinal,  and  genitourinary  hemorrhage 
may  also  occur.  The  diagnosis  of  DIC  may  be 
confirmed  by  an  abnormal  prolongation  of  the 
activated  partial  thromboplastin  time  and 
prothrombin  time.  Additionally,  there  is  a de- 
crease in  clotting  factors  V and  VIII,  fib- 
rinogen, and  platelets. 

SHOCK  LUNG 

Life  threatening  respiratory  insufficiency 
frequently  complicates  bacteremic  shock  and 
is  a major  cause  of  mortality.  Although  the  ex- 
act mechanism  is  not  known,  there  is  evidence 
of  capillary  injury  by  endotoxin  and  subse- 


quent aggregation  of  platelets  and  fibrin 
thrombi  within  the  pulmonary  vessels.  Because 
of  capillary  obstruction,  pulmonary  capillary 
pressure  increases  and  causes  an  extravasation 
of  fluid  and  electrolytes  into  the  interstitium 
and  alveoli.  Pathologically,  vascular  congestion, 
interstitial  and  intraalveolar  hemorrhage,  and 
pulmonary  edema  are  often  seen.  Compliance 
and  ventilation  perfusion  ratios  are  subse- 
quently reduced  to  produce  the  characteristic 
laboratory  features  of  asphyxia  and  metabolic 
acidosis.5  The  child  clinically  becomes  pro- 
gressively tachypneic,  dyspneic,  and  cyanotic 
and  may  ultimately  expire  in  a severely  hypoxic 
state. 

DIAGNOSIS  OF  SEPSIS 

It  is  of  utmost  importance  that  careful  and  con- 
tinuous monitoring  be  afforded  the  child  known 
to  be  suffering  from  bacterial  infection  and  the 
child  at  risk  for  developing  sepsis  (Table  I). 
Effective  therapy  depends  on  recognition  of  the 
early  signs  and  symptoms  of  bacteremia. 

The  clinical  presentation  of  septic  shock  may 
be  quite  variable.  Often,  sudden  and  striking 
changes  in  vital  signs  and  mentation  occur. 
Such  is  the  case  of  acute  fulminant  mening- 
ococcemia  or  the  Waterhouse  Friderickson 
syndrome.  In  this  entity,  a previously  healthy 
child  may  become  ill  within  a few  hours  of  on- 
set of  clinical  symptoms.  A brief  history  may 
reveal  a sudden  spiking  fever,  headache, 
myalgia,  arthralgia,  nausea,  or  vomiting.  Often 
this  is  preceeded  by  an  upper  respiratory  in- 
fection which  has  evolved  over  a 12-24  hour 
period.  There  are  occasions  in  which  the  dis- 
ease may  be  so  rapid  and  progressive  that  the 
child  presents  initially  in  shock  with  acute  renal 
failure.  A petechial  ecchymotic  rash  over  the 
limbs  or  trunk  is  quite  characteristic  and  is 
generally  one  of  the  first  indications  of  an 
acute  fulminant  meningococcemia. 

In  severe  cases  of  sepsis,  acidosis  and  hypo- 
glycemia may  also  be  present.  Hyponatremia 
may  also  exist,  and  in  association  with  hypo- 
glycemia, an  acute  adrenal  insufficiency  might 
be  suspected.  There  is,  however,  evidence  to 
indicate  that  adrenal  insufficiency  is  not  pre- 
sent with  this  disorder. 

Some  infants  present  a more  subtle  clinical 
picture.  This  is  true  in  very  young  infants  and 
those  with  compromised  immunological  de- 
fenses. Unexplained  tachypnea,  changes  in 
sensorium,  and  grunting  respirations  may 
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intially  suggest  some  other  undefined  illness, 
yet  these  very  signs  and  symptoms  may  be  the 
earliest  manifestations  of  an  overwhelming 
sepsis.  Since  the  mortality  rate  is  high,  once  ob- 
vious signs  and  symptoms  (hypotension,  oli- 
guria, petechiae,  obtundation)  are  manifested, 
these  children  should  be  evaluated  for  sepsis 
even  when  there  is  only  the  slightest  suspicion. 
Thus,  in  young  infants  or  children  with  a com- 
promised immunological  defense,  fever  of  an 
unidentifiable  nature  is  presumptive  evidence 
for  a septic  state.  Certainly,  unexplained  fever, 
tachypnea,  or  change  in  sensorium  in  associa- 
tion with  hypotension,  oliguria,  or  petechiae  are 
strongly  indicative  of  a septic  state  in  which 
treatment  should  begin  immediately. 

WORK  UP 

Establishing  the  route  of  infection  or  iden- 
tifying the  underlying  disease  will  aid  in  the  se- 
lection of  the  appropriate  antibiotics  (Table  I). 
Bacteremia  may  arise  from  a variety  of  sources 
but  the  skin,  lung,  urinary,  or  intestinal  tract 
are  the  most  common  focci.  Bacteremia  arising 
from  intestinal  tract  disorders,  such  as  a per- 
forated ulcer,  may  be  due  to  a mixed  anaerobic 
flora.  Bacteremia  rising  from  urinary  tract  in- 
fections is  generally  due  to  gram  negative 
bacilli  or  enterococci.  In  the  immunosuppressed 
or  chronically  debilitated  child,  one  must  not 
lightly  dismiss  any  organism  as  a contaminant. 
For  example,  Staphlococcus  epidermitis  is  a 
potential  cause  of  bacteremia  in  children  with 
in  dwelling  prosthetic  devices  and  intravenous 
lines.  It  must  also  be  remembered  that  fungi, 
protozoa,  and  viruses  should  be  considered  as 
possible  causes  of  septic  shock,  particularly  in 
the  child  with  a compromised  immune  system. 

Once  the  diagnosis  of  septic  shock  is  sus- 
pected, cultures  of  spinal  fluid,  urine,  blood, 
and  other  obvious  sources  of  infection  should 
be  obtained.  Additionally,  a gram  stain  of  the 
buffy  coat  of  a centrifuged  specimen  of  blood 
may  help  to  identify  the  organism.  Also,  saline 
lavage  of  petechiae  with  a gram  stain  of  this 
aspirate  may  prove  useful  in  identification  of 
the  infecting  organism.  Antimicrobial  therapy 
should  be  initiated  immediately  and  not  with- 
held until  cultures  returned.  In  immune  com- 
petent infants,  the  most  likely  bacterial  cause 
of  overwhelming  septicemia  is  Neisseria  men- 
ingitidis, however  Hemophilus  influenzae 
type  B,  pneumococci,  staphylococci,  and  strep- 
tococci are  also  likely  organisms.  Multiple 


petechial  lesions  of  the  skin  and  mucous  mem- 
branes suggest  meningococcal  infection, 
though  pneumococci,  Hemophilus,  streptococci, 
staphylococci,  rickettsiae,  and  viruses  can  pro- 
duce a similar  rash.  Staphylococci  should  also 
be  suspected  with  extensive  lesions  of  the  skin 
such  as  burns  or  epidermolysis  bullosa. 

When  bacteriologic  diagnosis  is  in  question, 
ampicillin  is  administered  along  with  either 
kanamycin  or  gentamicin.  If  the  pathogen  is 
subsequently  identified  as  a pneumococcus, 
streptococcus,  meningococcus,  or  penicillin 
susceptible  staphylococcus,  aqueous  penicillin 
G should  be  administered  in  four  divided  doses. 
Suspected  or  proved  penicillin  resistant  staphy- 
lococcal infection  is  best  treated  with  methicil- 
lin  or  nafcillin. 

When  septicemia  is  suspected  in  children 
with  a compromised  immunological  system, 
a combination  of  penicillinase  resistant  peni- 
cillin with  gentamicin  is  recommended.  Ideally, 
the  choice  of  antibiotics  should  be  based  on  the 
probable  source  of  infection  (such  as  the  genito- 
urinary tract)  and  the  antimicrobial  of  choice  for 
the  particular  organism.  Dosages  for  these  drugs 
are  given  in  Table  III. 


TABLE  III 

DOSAGE  FOR  ANTIBIOTICS 


Aqueous  Penicillin  G 

200,000  units/kg/day 
(4—6  divided  doses) 

Ampicillin 

200-400  mg/kg/day 
(4-6  divided  doses) 

Gentamicin 

7.5  mg/kg/day 
(3  divided  doses) 

Carbenicillin 

200-500  mg/kg/day 
(4  divided  doses) 

Chloramphenicol 

50-100  mg/kg/day 
(4  divided  doses) 

Methicillin 

100-300  mg/kg/day 
(4-6  divided  doses) 

Nafcillin 

100-300  mg/kg/day 
(4-6  divided  doses) 
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FLUID  THERAPY 

Bacteremia  mandates  careful  observation  of 
vital  signs,  urine  output,  and  mental  status.  In 
the  presence  of  hypotension,  tachycardia, 
tachypnea,  and  oliguria,  vigorous  treatment 
must  be  undertaken.  The  most  effacious  method 
to  correct  these  hemodynamic  alterations  is 
early  restoration  of  the  vascular  space  with 
volume  expanders.  In  general,  most  infants 
without  evidence  of  heart  failure  will  tolerate 
20  cc/kg  of  a colloid  or  crystalloid,  such  as 
blood,  plasmanate,  or  dextran.  These  fluids 
should  be  administered  immediately  when 
hypotension  is  present.  Further  administra- 
tion of  fluids  is  monitored  by  measurement  of  a 
central  venous  pressure  (CVP)  or  pulmonary 
wedge  pressure.  A CVP  value  of  less  than 
10-12  cm  of  water  is  an  indication  for  trial  of 
volume  expansion.  An  increase  in  blood  pres- 
sure with  clinical  improvement  but  without 
a rapid  rise  of  the  CVP  is  an  indication  to 
procede  with  further  volume  replacement. 
CVP  recordings  greater  than  14-18  cm  of 
water  or  a rapid  CVP  rise  with  volume  infusion 
without  clinic  improvement  indicates  that 
additional  volume  expanders  should  be  re- 
stricted and  that  maintenance  fluids  should 
now  be  initiated. 

TREATMENT  FOR  THE  SHOCK  LUNG 

Even  without  clinical  evidence  of  respira- 
tory embarrassment  (dyspnea,  cyanosis, 
tachypnea),  arterial  blood  gases  should  be 
monitored  intermittently.  Clinical  evidence 
of  respiratory  embarrassment  may  indicate 
an  advanced  stage  of  respiratory  insufi- 
ciency,  thereby  making  effective  treatment 
more  tenuous  and  difficult. 

In  the  presence  of  significant  hypoxia 
(arterial  pO2<60-70  mm  of  mercury),  sup- 
plemental oxygen  should  be  administered 
by  mask  or  nasal  cannula  to  achieve  an  arteri- 
al p02  greater  than  60  mm  of  mercury  and  pre- 
ferably 80-100  mm  of  mercury.  Administra- 
tion of  supplemental  oxygen  concentrations 
greater  than  40-50  percent  may  be  adminis- 
tered to  achieve  desired  arterial  oxygenation, 
however  when  administered  for  prolonged 
periods  may  produce  lung  damage. 

Volume  controlled  respirators  are  used 
for  children  with  respiratory  failure  secondary 
to  septic  shock.  Laboratory  indications  for  use 
of  this  respirator  include: 


1.  an  arterial  pC02>50-60  mm  of  mercury 

2.  a need  for  more  than  40%  oxygen  to 
maintain  an  arterial  p02  of  at  least  60 
mm  of  mercury. 

STEROIDS 

The  efficacy  ot  corticosteroids  in  bacteremic 
shock  has  been  and  is  still  somewhat  contro- 
versial but  more  recent  studies  report  an  in- 
creased survival  in  man  with  massive  pharma- 
cologic doses.6  Actions  attributable  to  ste- 
roids include: 

1.  alpha  adrenergic  blocking  effect,  there- 
by relieving  precapillary  and  post- 
capillary vasoconstriction  and  re- 
storing circulatory  integrity 

2.  a positive  inotropic  effect  on  the  heart7 

3.  an  ability  to  counteract  glycogen  de- 
pletion and  otherwise  normalize  car- 
bohydrate metabolism 

4.  stabilization  of  lysosomes,  thereby  de- 
creasing tissue  damage  and  cell  auto- 
ysis. 

A variety  of  steroids  have  been  shown  to 
be  effective  in  improving  hemodynamic 
and  cellular  alterations  of  both  bacteremic 
and  other  varieties  of  shock.  Methyl  pred- 
nisolone sodium  succinate  is  preferred  by  some 
because  it  seems  to  be  more  effective  in  ame- 
liorating or  preventing  the  pulmonary  com- 
plications (shock  lung).  An  initial  bolus  of 
30  mg/ kg  given  over  a five  minute  period  may 
be  repeated  after  two  to  four  hours  if  the  de- 
sired circulatory  effects  are  not  achieved. 

VASOACTIVE  DRUGS 

The  use  of  vasoactive  drugs  in  shock  has 
also  been  controversial.  Studies  are  con- 
flicting concerning  the  efficacy  of  these  a- 
gents  in  bacteremic  shock;  some  authors 
frankly  believe  them  to  be  contraindicated. 
However,  vasoactive  drugs  remain  widely 
used  and  as  more  is  learned  about  the  hemo- 
dynamics of  the  shock  state  and  pharmacology 
of  these  drugs,  a rational  basis  for  pharmaco- 
logic intervention  begins  to  emerge.  Table  IV 
lists  some  of  the  more  common  vasoactive 
drugs  which  may  be  used  as  an  adjunct  in 
managing  the  hypotension  of  septic 
shock. 
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TABLE  IV 


VASOACTIVE  DRUGS 


Indications 

sj'  B.P. 
systemic 
vascular 
resistance 


Drug 

1-norepinephrine 


Effects 

peripheral 

vasoconstriction 


Dosage 

. 1-. 3 micro- 
grams/kg/ 
minute 


isoproterenol 


dopamine 


inotropic 

peripheral 

vasodilatation 


inotropic 

peripheral 

vasodilatation , 
particularly  to 
kidneys 


4/  B.P. 
bradycardia 
^ systemic 
vascular 
resistance 

^ B.P. 
tachycardia 
^ systemic 
vascular 
resistance 


. 1- . 3 micro- 
grams/kg/ 
minute  or 
.4  micro- 
grams/100 
fluid 

2-10  micro- 
grams/kg/ 
minute 


DIC 

For  several  years,  the  immediate  treatment 
for  DIC  involved  administration  of  heparin. 
Once  given,  mucous  membrane  bleeding  sub- 
sided and  improvement  in  the  coagulation 
studies  occurred.  Mortality  rate  was  purported 
to  be  lower,  however  recently  a number  of 
authors  have  begun  to  question  whether  or 
not  the  mortality  rate  is  ultimately  changed 
with  the  use  of  heparin.  One  particular 
study  on  children  with  meningococcemia  in 
which  heparin  was  administered  to  only  one 
half  of  the  children  revealed  a similar  mor- 
tality in  both  groups.  Does  this  mean  that 
heparin  has  no  value? 

There  is  no  question  that  heparin  improves 
the  coagulopathy  and  that  it  should  be  used 
if  a significant  hemorrhage  (causing  hypo- 
volemia) is  present  and  has  occurred  as  a 
result  of  DIC.  Whether  or  not  heparin  should 
be  used  for  DIC  in  the  absence  of  significant 
hemorrhage  is  a question  that  is  yet  to  be 
solved.  If  used,  the  drug  should  be  used  at  a 
dosage  of  100  units/ kg  by  intravenous  push 
every  four  hours.  Improvement  in  clinical 
hemostasis  and  an  increase  in  factors  V and 
VIII  are  evidence  of  the  efficacy  of  heparin 
administration.  Occasionally  blood  or  blood 
component  therapy  (platelets,  plasma)  will  be 
required  following  heparin  administration  in 
order  to  improve  the  plasma  clotting  factors. 


CONCLUSION 

Newer  therapeutic  approaches  to  the  man- 
agement of  septic  shock  are  now  available. 
A high  level  of  clinical  awareness  and  early 
diagnosis  is  the  cornerstone  for  reducing 
mortality.  Many  cases  can  be  managed  ju- 
diciously with  a limited  number  of  antimicro- 
bial agents  and  expeditious  administration  of 
plasma  volume  expanders.  Knowledge  of  the 
organisms  likely  to  cause  infection  in  each 
disease  process  will  certainly  aid  in  the  se- 
lection of  the  appropriate  antibiotic.  □ 
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A JOINT  HEALTH  EFFORT 


WILLIAM  A.  KEMICK,  M.D.* 
ELIZABETH  M.  KING,  M.S.W.** 


The  Division  of  Crippled  Children’s  Care, 
Department  of  Health  and  Environmental 
Control  (DHEC),  is  an  excellent  example  of 
how  the  private  and  public  sectors  of  health 
care  can  effectively  combine  efforts  to  provide 
quality  multidisciplinary  treatment  services 
to  hundreds  of  severely  handicapped  chil- 
dren in  South  Carolina. 

The  Division  of  Crippled  Children’s  Care, 
on  a limited  budget  funded  under  Title  V of 
the  Social  Security  Act  and  State  ap- 
propriations, finances  a system  of  stra- 
gegically  located  clinics  throughout  the 
State  to  provide  diagnostic  services  and  treat- 
ment to  medically  needy  children  from  birth 
to  21  years  of  age.  These  clinics  are  staffed  by 
qualified  clinicians  who  receive  only  nominal 
financial  remuneration  for  their  services. 
They  are  dedicated  physicians,  commited  to 
the  Program’s  policy  of  setting  and  main- 
taining high  standards  of  treatment  and  to 
helping  deliver  health  care  to  all  children 
who  need  it. 

The  Crippled  Children’s  Program  provides 
consultative  and  treatment  services  in  many 


*Deputy  Bureau  Chief,  Maternal  and  Child  Care, 
SCDHEC 

**Director,  Division  of  Crippled  Children's  Care, 
SCDHEC 


sub-specialties  through  hundreds  of  qualified 
specialists  who  receive  minimal  fees  for  their 
services. 

Hospitalization  is  furnished  in  approved 
hospitals  and  medical  centers  to  children  who 
meet  medical  and  financial  eligibility  require- 
ments of  the  Program. 

Convalescent  care  is  available  for  children 
whose  medical  and  socio-economic  conditions 
require  this  type  care.  The  Convalescent 
Center  is  located  in  Florence,  and  can  accomo- 
date from  35  - 40  patients,  needing  less  - 
than  - hospital  but  more-than-home  care. 
Registered  nursing  care  is  maintained  around 
the  clock.  Dr.  David  McLean  is  the  Center’s 
Medical  Director. 

A camp  for  the  handicapped  is  operated  by 
the  Program  during  the  months  of  June, 
July  and  August.  Five  hundred  patients  at- 
tended camp  last  summer.  They  received 
valuable  therapeutic  benefits,  while  im- 
proving interpersonal  relationships,  gaining 
self-confidence,  developing  skills  in  activ- 
ities commensurate  with  their  handicaps, 
and  having  fun. 

Out  - of  - State  treatment  is  provided  to 
patients  only  when  their  condition  re- 
quires care  that  is  not  available  in  South 
Carolina. 
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Due  to  restricted  funds,  the  Program  cur- 
rently must  limit  coverage  to  the  following 
diagnostic  categories: 


Disease  of  the  bones  and  joints 
Hearing  abnormalities  and  aural  pathology 
Certain  congenital  abnomalies,  in- 
cluding cleft  lip  and  palate,  congenital 
heart  conditions,  myelomingocele  (with 
or  without  hydrocephalus) 

The  epilepsies 
Burns 

Rheumatic  Fever 
Trauma  (residuals  of) 

Central  nervous  system  disorders 
Cystic  Fibrosis 

Certain  metabolic  disorders,  including 
diabetes  mellitus 
Hemophilia 

Application  to  the  Program  is  made  through 
local  health  departments.  While  over  80 
percent  of  referrals  to  the  Program  come  from 
physicians.  Program  policy  does  not  restrict 
sources  of  referral. 

Each  year  over  2,000  new  patients  are  ac- 
cepted on  the  Crippled  Children’s  Program 
and  approximately  the  same  number  are  dis- 
charged because  their  treatment  has  been 
completed.  A caseload  of  approximately 
9,000  patients  is  maintained  yearly.  Over  40 
percent  of  these  patients  have  two  or  more 
handicapping  conditions  and  many  have 
three  or  more  such  conditions,  requiring  the 
services  of  three  or  more  medical  specialists. 
Additional  supportive  help  is  required  from 
public  health  nursing  follow-along,  social 
work  services,  nutritional  counseling, 
physical  therapy,  etc.,  and  appropriate  refer- 
ral services. 

The  mission  of  the  Division  of  Crippled 
Children’s  Care  is  to  provide  a continuum 
of  quality  care  services  in  a coordinated 
health  care  system,  economically  and  effi- 
ciently, to  as  many  medically  needy  children 
as  possible.  The  cooperative  and  collaborative 
efforts  of  concerned  private  and  public  health 
providers  have  made  these  services  available 
and  only  a continuation  and  strengthening  of 
this  cooperation  will  allow  these  efforts  to 
continue  in  the  future.  □ 
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535  N.  Dearborn  St. 

Chicago,  III.  60610 

Please  send  me  the  Philadelphia 
Clinical  CME  brochure. 

Name 

Address 

City 

State/Zip  
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Physician 


your 

“general  practice” 

couldn’t  be 
more  general 

than  the  Air  Force 


Our  doctors  treat  everything  from  neonatology  to  geriatrics  — and  have  the 
modern  facilities  and  highly  trained  support  staff  to  deal  with  each.  A 
medical  career  in  the  Air  Force  offers  other  advantages,  too  - reasonable 
hours  with  time  to  spend  with  your  family  around  the  outstanding  Air 
Force  recreational  facilities.  Administrative  support.  Patient  treatment 
without  regard  for  ability  to  pay.  An  excellent  program  of  education  if  you 
wish  to  specialize  in  one  of  the  many  areas  of  medicine. 

Find  “the  perfect  practice” 

in  the  Air  Force 

Mail  the  coupon  below  for  all  the  information. 


<** 


Name 


TSgt.  Ernie  Bone 
1 100  Washington  St. 

Columbia,  S.C.  29211 
Ph : (803)  765-5801 

AIR  FORCE.  Health  Care  At  Its  Best. 

Social  Security  No. 


Address 

City 

State  


Zip 


Phone 


Specialty 


Date  of  Birth 


I 


SCMA  MID-WINTER  MEETING:  AN  OPPORTUNITY  TO  PARTICIPATE 

November  5 and  6 are  the  dates  of  the  1976  Mid-Winter  Meeting  of  the  SCMA  Committees, 
the  Council  and  the  House  of  Delegates. 

The  meeting  will  be  held  at  the  Quality  Inn  in  Columbia,  at  1-20  and  Broad  River  Road. 

These  meetings  were  first  started  in  the  early  1970’s  as  a workshop  for  county  society  of- 
ficers. Unfortunately,  interest  was  low,  and  the  first  one  was  poorly  attended. 

The  second  attempt,  in  1973,  followed  the  present  format.  That  is,  to  allow  working  commit- 
tees of  the  SCMA  to  meet  and  develop  reports  or  recommendations  for  consideration  by  the 
House  of  Delegates.  Then  the  House  meets  and  considers  not  only  the  committee  reports  but  any 
Resolutions  submitted  by  delegates  from  the  county  societies. 

The  new  format  is  designed  to  allow  members  of  SCMA  committees,  delegates  and  alter- 
nates and  county  societies  an  additional  opportunity  to  participate  in  the  all-important  functions 
of  setting  policy  and  decision-making. 

The  leaders  of  the  SCMA  and  the  staff  work  diligently  to  make  the  meeting  a useful  tool  for 
the  committees  and  for  our  delegates  and  county  societies.  However,  it  is  up  to  each  individual 
to  take  advantage  of  the  opportunity. 

As  of  this  writing,  (September  9),  no  Resolutions  have  been  received,  and  only  five  of  our 
33  committees  have  indicated  they  will  meet. 

Your  Council  has  sometimes  been  criticized  for  taking  too  prominent  a role  in  the  decision- 
making process  of  the  SCMA.  However,  if  we  use  the  Mid-Winter  Meeting  as  an  example,  with 
the  lack  of  delegate  and  committee  interest,  then  it  becomes  evident  that  the  Council  or  someone 
must  fill  the  gap. 

The  combined  activities  of  the  SCMA  and  its  subsidiary  and  sister  organizations  vitally  affect 
the  professional  life  of  every  physician  in  the  state.  Decisions  facing  the  Building  Corporation, 
the  Rural  Health  Delivery  Project,  the  Foundation  for  Medical  Care — all  would  benefit  from  the 
involvement  and  opinions  of  as  many  individual  SCMA  members  as  possible. 

The  Mid-Winter  Meeting  is  a carefully  structured  opportunity  for  large  numbers  of  our  mem- 
bers to  make  their  opinions  known.  We  hope  this  year’s  meeting  and  future  meetings  will  see  an 
increased  participation  on  the  part  of  everyone  involved. 

Sincerely, 

J.  D.  Gilland,  M.D. 

President 
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THERE AREA 
LOT  OF  PEOPLE 
GETTING  BETWEEN 
YOU  AND  YOUR 
PATIENT. 


Medicine  today  is  in  the  spotlight,  subjected  to  all 
indsof  scrutiny.  Your  control  over  patient  therapy  is 
eing  monitored,  judged  and  occasionally  abrogated, 
Dmetimes  by  unknown  third  parties. 

The  worry  is  that  in  the  wake  of  this  focus,  the  rela- 
ionship  between  you  and  your  patient  will  be  weakened, 
vithout  offsetting  benefits.  Consider  three  examples: 
Drug  substitution  In  most  states,  pharmacy  laws, 
egulations  or  professional  custom  stipulate  that  your 
ion-generic  prescriptions  be  filled  with  the  precise  pred- 
icts you  prescribe.  But  in  the  last  five  years,  a dozen  or 
nore  State  laws  have  been  changed,  permitting  the  phar- 
nacist  in  most  cases  to  select  a product  of  the  same 
;eneric  drug  to  fill  any  prescription. 

Ironically,  this  dilution  of  physician  control  has 
aken  place  against  a background  of  growing  evidence 
hat  purportedly  equivalent  drug  products  may  be  in- 
■quivalent,  since  neither  present  drug  standards  nor  their 
■nforcement  are  optimal.  In  fact,  the  FDA  itself  says  it 
las  not  enforced  the  same  standards  for  hundreds  of 
‘follow-on”  products  that  it  had  applied  to  the  original 
.^DA  approvals.  Thus  physician  control  over  patient 
iherapy  is  being  eroded  w'ith  a risk  that  patients  may  be 
exposed  to  drugs  of  uncertain  quality. 

The  major  advertised  claim  for  substitution  is  reduced 
prescription  prices  for  consumers.  Yet  no  documentation 
}f  any  significant  savings  has  been  produced. 

MAC  Maximum  Allowable  Cost,  MAC  for  short,  is 
a Federal  regulation  designed  to  cut  the  Government  s 
drug  bill  by  setting  price  ceilings  for  drugs  dispensed  to 
Medicare  and  Medicaid  patients.  Unless  the  prescriber 
certifies  on  the  prescription  that  a particular  product  is 
medically  necessary,  the  Government  intends  to  pay  only 
for  the  cost  of  the  lowest-priced,  purported ly-equi valent, 


generally-available  product.  The  effect  of  the  program 
may  be  that  elderly  and  indigent  patients  will  be  restricted 
to  products  which  someone  in  Washington  believes  are 
priced  right.  Practicing  doctors  will  have  little  to  say  about 
administration  of  the  program,  since  Government  will 
have  absolute  authority  to  make  its  choices  stick. 

The  drug  lag  The  future  of  drug  and  device  re- 
search depends  upon  a scientific  and  regulatory  environ- 
ment that  encourages  therapeutic  innovations.  The 
American  pharmaceutical  industry  annually  is  spending 
more  than  $ 1 billion  of  its  own  funds  and  evaluating 
more  than  1,200  investigational  compounds  in  clinical 
research.  Disease  targets  include  cancer,  atherosclerosis, 
viruses  and  central  nervous  system  disorders,  among 
others.  But  there  is  a major  barrier  to  the  flow  of  new 
drugs  to  your  patients : The  cost  of  the  research  is  more 
than  ten  times  what  it  was,  per  product,  in  1962;  and 
whereas  governmental  clearance  of  new  drug  applica- 
tions took  six  months  then,  it  commonly  consumes  two 


years  now. 

The  FDA  needs  adequate  time,  of  course,  to  consider 
data.  But  it  is  equally  clear  that  the  present  approval  proc- 
ess contributes  to  needless  delay  of  needed  therapy. 
That’s  why  the  increased  efficiency  of  the  drug  approval 
process  is  vital  to  all  our  futures. 

If  these  issues  concern  you,  we  suggest  that  you  make 
your  voice  heard— among  your  colleagues  and  your  repre- 
sentatives in  State  legislatures  and  in  Washington. 

It  could  make  a difference  in  your  practice  tomorrow. 


Ill 


Pharmaceutical  Manufacturers  Association 
1155  Fifteenth  Street,  N.W,  Washington,  D.C.  20005 


AUXILIARY  PRESIDENT’S  PAGES 


Mrs.  Billie  Brady  is  reporting  to  us  this  month 
on  the  AMA-ERF. 


Margaret  Ellen  Cline 


AMA  - ERF 

WHAT  IS  IT?  WHAT  DOES  IT  DO?  WHERE  DO  YOU  FIT  IN? 

AMA-ERF  (American  Medical  Association  Education  Research  Foundation)  has  a two-fold 
purpose:  first,  to  give  unrestricted  funds  to  medical  schools,  and  secondly,  to  provide  guaranteed 
loans  for  medical  students,  interns  and  residents. 

Now,  for  some  facts  that  should  be  of  importance  to  us  here  in  South  Carolina  in  regards  to 
the  future  of  our  medical  schools  and  medical  students,  interns  and  residents. 

Medical  schools  are  in  great  need  of  financial  assistance.  The  cost  of  providing  quality  med- 
ical education  is  staggering.  Improving  the  quality  of  medical  education  and  increasing  the  supply 
of  physicians  often  mean  providing  better  and  larger  facilities,  more  equipment,  and  additional 
faculty.  Many  schools  lack  the  funding  to  meet  these  new  requirements  without  assistance.  Their 
financial  problems  have  been  compounded  because  of  spiraling  costs  and  shrinking  governmental 
subsidies.  Consequently,  these  institutions  must  depend  increasingly  on  private  sources  to  meet 
their  needs. 

In  1975,  AMA-ERF  contributions  to  the  Medical  University  of  South  Carolina  amounted  to 
$21,407.32.  Of  this  amount,  $19,595.81  was  given  through  the  Medical  Auxiliary  and  physicians 
in  South  Carolina,  and  $1,811.51  came  as  a grant  from  undesignated  funds  of  AMA-ERF.  The 
funds  going  to  the  medical  schools  are  based  on  the  giving  months  of  January  through  December. 
You  can  see  we  have  more  coming  back  to  the  Medical  University  than  we  are  giving. 

During  the  Auxiliary  year  of  June,  1975  to  June,  1976,  the  South  Carolina  Medical  Auxiliary 
with  a membership  of  1157  gave  $13,436.15  to  AMA-ERF,  a per  capita  of  $11.61.  The  physician 
contribution  total  was  $6,905.50.  Based  on  a low  estimate  of  2,500  physicians  in  the  state,  this  is 
only  $2.76  per  capita.  Does  this  tell  you  anything? 

The  funds  going  to  the  medical  school  are  unrestricted.  The  school  may  use  the  money  to  best 
suit  its  needs.  Just  ask  the  Dean  of  the  Medical  University  how  important  these  funds  are  to  the 
school  each  year.  When  writing  your  check,  you  can  earmark  it  to  come  back  to  South  Carolina  or 
the  school  of  your  choice. 

How  about  the  AMA-ERF  Loan  Guarantee  Program?  In  1975,  3,737  Medical  Students,  In- 
terns and  Residents  were  granted  loans  totaling  $5,259,800  through  the  AMA-ERF  Loan  Guaran- 
tee Program.  It  was  the  biggest  year  for  the  program,  both  in  number  of  loans  and  dollar  amounts, 
since  1966.  Receiving  loans  were  3,308  students,  167  interns  and  262  residents.  In  1975,  81  students 
from  South  Carolina  received  loans  totaling  $99,300.  More  and  more  students  are  turning  to  the 
AMA-ERF  Loan  Guarantee  Fund  because  support  from  state  and  federal  scholarships  and  loan 
programs  is  dwindling  or  drying  up  completely. 

Since  the  Loan  Guarantee  Program  started  in  1962,  AMA-ERF  has  guaranteed  58,936  loans 
totaling  $69,368,098.  A major  factor  in  the  loan  program  is  the  continued  excellent  repayment 
collection  record  of  participants. 
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Under  the  Loan  Guarantee  Program,  the  Foundation  maintains  a loan  security  fund  equal  to 
at  least  eight  percent  of  all  loans  issued,  thus  making  it  possible  for  participating  banks,  who  ac 

allv  make  the  loans  to  lend  SI 2. 50  for  each  SI. 00  held  in  the  Guarantee  Fund.  , 

• The  amount  oi  a loan  is  determined  by  the  AMA-ERF  Loan  Committee  on  the  basis  of  a re- 
view of  the  information  contained  in  the  loan  application  and  the  recommendation  of  the  Financ : a 
Aid  Officer  at  the  medical  school.  AMA-ERF  Guaranteed  Loans  are  solely  to  finance  medical  ed- 
ucat  °n  and  cannot  be  granted  to  finance  the  purchase  or  operation  of  automobiles,  or  the  purchase 
of  consumer  capital  goods,  or  the  payment  of  large  insurance  premiums  etc 

The  maximum  amount  a student  can  borrow  in  a 12-month  penod  is  $1,500.  Over 

year  period,  a student  may  borrow  up  to  a total  of  $10,000.  . . ne  Der_ 

INTEREST  RATES'  Most  AMA-ERF  guaranteed  loans  provide  for  interest  at  one  per 

, over  the  nrime  rate  in  effect  at  the  time  the  loan  was  made  during  the  interim  or  training 

x:  K : s&sr 

th,  « » -•> . n.™.; 

but  there  is  no  requirement  to  pay  any  pan  oi  me  p F 

training  period  hanDens  to  the  AMA-ERF  contributions  designated  to 

- rEE  sews: 

•zrs rr  «-  .»— » -- — » ■ — ■ ti- 

™ AMA-ERF  fund,  handled  be  ,h,  AMA .nv,,,~  "«  R 

''-rt^^rSSeend^^b^ 

send  your  check  directly  to  the  .American  e c Auxiliary  Either  way,  checks  should 

« Series  s- — ~ — 

of  the  Foundation’s  tax  exempt  classification  1^01-C3.  KNOW  WE  CAN 

All  that's  left  for  me  to  say  is:  WILL  YOU  Htrr 

COUNT  ON  YOU.” 

Billie  Brady 

State  AMA-ERF  Chairman 
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BOOK  REVIEW 


MEDICAL  NEMESIS:  THE  EXPROPRIATION  OF  HEALTH 

By  IVAN  ILLICH.  London:  Calder  and  Boyers,  1975:183pp. 


How  do  you  review  Mein  Kampfl  More 
to  the  point,  how  do  you  review  Ivan  Illich’s 
Medical  Nemesis ? The  book  is  not  so  much 
the  “big  lie”  as  statements  and  conclusions 
based  on  truths,  half-truths,  and  facts  quoted 
out  of  context.  These  conclusions  are  tailored 
to  fit  a preconceived  line  of  argument. 

Backing  away  far  enough  to  get  an  overall 
view  of  the  book,  the  basic  argument  pre- 
sented is  that  modern  medicine  and  its  delivery 
is  detrimental  to  the  health  of  the  human 
species.  The  author  is  enamoured  of  the  words 
Iatrogenesis,  self-care  and  medicalization.  It 
is  the  contention  of  the  author  that  the  mod- 
ern physician  causes  more  ill-health  than  he 
cures;  that  most  illness  can  be  taken  care  by 
self-help  on  the  part  of  the  individual  if  he  is 
permitted  to  diagnose  his  own  illness  and  can 
buy  the  needed  drugs  in  a drug  store  at  a rea- 
sonable price. 

His  use  of  the  awkward  word,  “Medicaliza- 
tion,” is  much  more  complex.  Modern  medical 
practice  makes  a “patient”  of  the  child  when 
it  is  born  and  retains  the  child  for  the  rest  of 
its  life  as  a medical  unit  until  it  is  permitted 
“death  under  compulsory  care.”  He  equates 
medicalization  with  industrialization.  Per- 
haps, a better  word  would  be  mechanization 
of  medicine  and  its  delivery.  The  elaboration 
of  a very  complex  system  of  medical  delivery 
and  the  establishment  of  very  sophisticated 
centers  are  self-defeating  to  the  degree  that 
they  keep  patients  who  have  been  denied  the 
natural  dignity  of  being  ill  and  dying.  The 
result  has  been  to  lower  the  general  health  of 
the  population.  The  question  is  not  asked  but 
implied:  Are  we  justified  in  keeping  alive  the 
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chronically  ill,  invalid  patient?  I did  not  hear 
a cry  of  compassion. 

Modern  medicine  has  established  a philos- 
ophy, so  says  the  author,  that  man  can  live 
free  of  pain  and  disease  for  an  infinite  period 
of  time  — and  that  this  is  his  inherent  right. 
He  has  been  led  to  forget  his  finite  nature.  It 
is  the  belief  of  the  social  planners  that  the 
people  can  be  kept  free  of  pain  and  disease  if 
the  population  is  sufficiently  saturated  with 
physicians,  paramedical  personnel,  and  health 
care  deliverers.  This  absurdity  is  well  known 
to  all  practicing  physicians,  and  here  we  are 
in  perfect  agreement  with  the  author. 

You  can’t  write  the  author  of  this  book  off 
as  “some  kind  of  nut.”  It  is  true  that  many 
false  conclusions  have  been  reached  by  the 
author  and  a great  deal  that  is  absurd  has 
been  written.  On  the  other  hand,  there  is  a 
great  deal  to  think  about  — and  to  agree  with 
— in  this  book.  This  is  especially  true  in  some 
of  his  criticisms  of  present  day  medicine  and 
its  delivery. 

Nemesis  was  the  Greek  goddess  of  retribu- 
tive justice.  Is  the  author  telling  us  that  there 
is  a just  retribution  in  medicine?  Is  he  trying 
to  tell  us  that  our  efforts  in  medicine  are 
against  nature  and  that  a price  will  be  exacted 
in  man’s  natural  evolution  because  of  our 
interference?  Are  we  to  see  more  terrible  and 
devastating  diseases  because  of  what  we  do 
today?  Are  we  lengthening  or  shortening 
man’s  life  span  on  earth?  Philosophical? 
Yes,  but  worth  the  thinking. 

Buford  S.  Chappell,  M.D.,  Reviewer 
The  Journal  of  the  South  Carolina  Medical  Association 


LETTERS  TO  EDITOR 

Dear  Editor: 

I am  a medical  student  at  the  Medical  Uni- 
versity of  South  Carolina  and  the  State  Direc- 
tor for  the  American  Medical  Student  Asso- 
ciation’s Medical  Education  and  Community 
Orientation  (MECO)  Project  in  South  Caro- 
lina. I am  writing  to  you  with  the  hope  that 
you  will  participate  in  this  Project. 

The  MECO  Project  is  new  to  South  Caro- 
lina. We  hope  to  have  it  established  by  the 
end  of  this  summer  with  between  25  and  50 
student  sites.  These  will  be  in  operation  next 
summer.  I have  enclosed  a copy  of  a part  of 
our  budget  proposal  to  serve  as  an  introduc- 
tion to  the  Project.  The  students  who  partici- 
pate will  have  just  finished  their  freshman 
year  in  medicine.  This  is  our  only  free  sum- 
mer at  MUSC. 

We  are  hoping  to  establish  two  types  of 
sites.  One  would  be  based  at  a community 
hospital  in  which  the  student  would  spend 
most  of  his  time.  The  student  would  also  visit 
physician’s  offices  during  his  eight  week  pro- 
gram. The  second  type  of  site  would  be  with 
an  individual  or  group  of  community  primary 
care  physicians.  The  exact  nature  of  the  pro- 
gram for  each  physician-student  team  would 
be  worked  out  between  myself  and  the  physi- 
cian. There  is,  of  course,  a great  deal  of  flex- 
ibility built  into  this  approach. 

Our  emphasis  will  be  on  the  community 
and  its  total  environment  as  it  relates  to  med- 
ical care.  It  will  not  merely  encompass  the 
clinical  aspects  of  medicine.  The  important 
impressions  to  be  made  at  this  time  in  the  stu- 
dents’ education  are  ones  of  the  nature  of 
community  primary  medical  care  and  of  com- 
munity life  in  general.  Impressions  made  now 
could  have  a singificant  influence  on  future 
selection  of  the  type  and  location  of  practice. 
Other  state  MECO  Projects  have  shown  that 
this  approach  has  had  such  an  influence.  It 
has  proven  in  those  states  to  be  a very  worth- 
while experience  for  all  participants. 

At  the  time  of  this  writing,  no  source  of 
funds  for  this  project  has  been  procured.  I 
am  attempting  to  gain  sponsors  from  many 
areas  including  the  major  drug  companies 
and  Blue  Cross/ Blue  Shield.  It  may  therefore 
be  necessary  for  the  individual  physicians  to 
bear  the  burden  of  paying  the  student’s  sti- 


pend and  providing  room  and  board.  I realize 
that  this  is  a lot  to  ask.  I can  only  hope  that 
you  will  find  the  sacrifice  worthwhile.  In  the 
meantime,  I will  continue  to  seek  financial 
support. 

I might  recommend  that  if  you  find  merit  in 
the  Project  and  you  are  interested  in  par- 
ticipating, you  might  talk  with  community 
leaders  and  local  hospital  administrators  about 
sponsoring  a student.  Possibly,  you  might 
want  to  have  a student  spend  a part  of  his 
eight  weeks  with  you  and  a part  with  the  hos- 
pital and/or  colleagues.  Again,  I stress  the 
flexibility  of  this  program.  I,  too,  will  be  in 
contact  with  hospital  administrators  and 
community  leaders  attempting  to  recruit  them 
in  this  effort. 

I would  be  more  than  happy  to  meet  with 
you  individually  or  to  call  you  and  discuss  this 
Project  in  more  detail.  I would  also  appreciate 
any  comments  or  recommendations  you  might 
have  concerning  the  Project.  Most  of  all,  I 
look  forward  to  hearing  from  you. 

Sincerely, 

J.  Talley  Parrott 

MEDICAL  EDUCATION  AND 
COMMUNITY  ORIENTATION 
PROJECT  PROPOSAL 

INTRODUCTION 

The  first  Medical  Education  and  Commu- 
nity Orientation  (MECO)  Project  was  initi- 
ated in  the  state  of  Illinois  in  1969.  Since  then 
twenty  seven  other  states  have  established 
successful  MECO  projects  (i.e.,  Mississippi 
and  Kentucky). 

The  MECO  Project  of  the  American  Med- 
ical Student  Association  in  South  Carolina  is 
designed  to  provide  pre-clinical  medical  stu- 
dents with  a community  and  a medicine  ex- 
perience during  their  free  summer.  If  imple- 
mented, this  program  will  begin  providing  this 
experience  next  summer. 

GOALS 

The  MECO  Project  primarily  involves  three 
individual  groups  with  distinct  goals  for  each 
groups. 

THE  STUDENT 

1.  To  introduce  the  student  to  the  commu- 
nity and  to  the  cultural,  economic,  poli- 
tical, and  environmental  determinants  of 
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health  in  that  community. 

2.  To  introduce  the  student  to  the  organiza- 
tion and  operation  of  health  care  institu- 
tions as  related  to  delivery  of  health 
care  in  the  community.  And  to  enable 
the  student  to  understand  the  basic  con- 
cept of  patient-oriented  health  care. 

3.  To  introduce  the  pre-clinical  student  to 
the  clinical  aspects  of  medicine  as  a re- 
inforcement and  motivational  force  in 
relation  to  the  medical  school  curricu- 
lum. 

4.  To  enable  students  to  evaluate  their 
career  goals  and  better  plan  their  med- 
ical education  as  related  to  specific  com- 
munity needs  in  health  care. 

THE  PHYSICIAN 

1.  The  presence  of  a student  in  the  office 
will  serve  to  stimulate  the  physician  and 
help  to  maintain  his  superior  standard  of 
practice. 

2.  Active  teaching  serves  as  a stimulus  to 
learning. 

3.  Physicians  participating  in  MECO  will 
receive  post-graduate  credit  from  both 
the  American  Medical  Association  and 
the  American  Association  of  Family 
Physicians. 

THE  COMMUNITY 

1.  By  exposing  future  physicians  to  the 
community  and  its  health  care  needs,  the 
community  is  often  able  to  attract  the 
physicians  it  needs. 

RESPONSIBILITIES 

These  three  groups  also  have  the  following 
responsibilities. 

THE  STUDENT 

1.  To  participate  actively  and  cooperatively 
in  the  program  designed  for  the  student 
by  the  State  Project  Director  and  the 
participating  physician. 

THE  PHYSICIAN 

1.  To  work  with  the  State  Project  Director 
in  designing  a complete  program  for  the 
participating  student. 

2.  To  pay  the  student  a stipend  of  $85.00 
per  week  and  to  provide  room  and  board 
or  its  equivalent. 

THE  COMMUNITY 

1.  To  cooperate  with  the  State  Project 
Director  and  the  physician  in  providing 
the  student  with  a complete  and  valid 
community-life  experience. 


BRIEF  SUMMARY  OF 
PRESCRIBING  INFORMATION 
ANTIMINTH"  (pyrantel  pamoate) 

ORAL  SUSPENSION 

Actions.  Antiminth  (pyrantel  pamoate)  has 
demonstrated  anthelmintic  activity  against 
Enlerobius  vermiculans  (pinworm)  and  As- 
cans  lumbncoides  (roundworm).  The  anthel- 
mintic action  is  probably  due  to  the  neuro- 
muscular blocking  property  of  the  drug. 

Antiminth  is  partially  absorbed  after  an  oral 
dose.  Plasma  levels  ol  unchanged  drug  are 
low.  Peak  levels  (0.05-0. 13/xg/ml)  are  reached 
in  1-3  hours.  Quantities  greater  than  50%  of 
administered  drug  are  excreted  in  feces  as 
the  unchanged  form,  whereas  only  7%  or  less 
of  the  dose  is  found  in  urine  as  the  unchanged 
form  of  the  drug  and  its  metabolites. 
Indications.  For  the  treatment  of  ascariasis 
(roundworm  infection)  and  enterobiasis  (pin- 
worm  infection). 

Warnings.  Usage  in  Pregnancy : Reproduction 
studies  have  been  performed  in  animals  and 
there  was  no  evidence  of  propensity  for  harm 
to  the  fetus.  The  relevance  to  the  human  is  not 
known. 

There  is  no  experience  in  pregnant  women 
who  have  received  this  drug. 

The  drug  has  not  been  extensively  studied 
in  children  under  two  years;  therefore,  in  the 
treatment  of  children  under  the  age  of  two 
years,  the  relative  benefit/risk  should  be  con- 
sidered. 

Precautions.  Minor  transient  elevations  of 
SGOT  have  occurred  in  a small  percentage  of 
patients.  Therefore,  this  drug  should  be  used 
with  caution  in  patients  with  preexisting  liver 
dysfunction. 

Adverse  Reactions,  The  most  frequently  en- 
countered adverse  reactions  are  related  to  the 
gastrointestinal  system. 

Gastrointestinal  and  hepatic  reactions:  an- 
orexia, nausea,  vomiting,  cjastralgia,  abdomi- 
nal cramps,  diarrhea  and  tenesmus,  transient 
elevation  of  SGOT. 

CNS  reactions:  headache,  dizziness,  drowsi- 
ness, and  insomnia.  Skin  reactions:  rashes. 
Dosage  and  Administration.  Children  and 
Adults:  Antiminth  Oral  Suspension  (50  mg  of 
pyrantel  base/ml)  should  be  administered  in  a 
single  dose  of  11  mg  of  pyrantel  base  per  kg 
of  body  weight  (or  5 mg/lb.);  maximum  total 
dose  1 gram.  This  corresponds  to  a simplified 
dosage  regimen  of  1 ml  of  Antiminth  per  10  lb. 
of  body  weight.  (One  teaspoonful=5  ml.) 

Antiminth  (pyrantel  pamoate)  Oral  Suspen- 
sion may  be  administered  without  regard  to 
ingestion  of  food  or  time  of  day,  and  purging 
is  not  necessary  prior  to,  during,  or  after  ther- 
apy. It  may  be  taken  with  milk  or  fruit  juices. 
How  Supplied.  Antiminth  Oral  Suspension  is 
available  as  a pleasant  tasting  caramel- 
flavored  suspension  which  contains  the  equiv- 
alent of  50  mg  pyrantel  base  per  ml,  supplied 
in  60  ml  bottles  and  Unitcups™  of  5 ml  in  pack- 
ages of  12. 

ROeRIG  UBfr 

A division  of  Pfizer  Pharmaceuticals 
New  York,  New  York  10017 
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One  swallow  does 


i eliminates  Pinworms  and  Roundworms  with  a single  dose 


1 ■ Single  dose  effectiveness  against 
both  pinworms  and  roundworms— 

The  only  single-dose  anthelmintic  effective 
against  pinworms  and  roundworms. 

■ Nonstaining  — to  oral  mucosa, 
stomach  contents,  stools,  clothing  or  linen. 

■ Well  tolerated  — the  most  frequently 
encountered  adverse  reactions  are  related 
to  the  gastrointestinal  tract. 


■ Economical  — a single  prescription 
will  treat  the  whole  family. 

■ Highly  acceptable  — pleasant  tasting 
caramel  flavor. 

■ Convenient  — just  1 tsp.  for  every 

50  lbs.  of  body  weight.  May  be  taken  with- 
out  regard  to  meals  ROGRIG 

Or  time  ot  day.  A division  of  Pfizer  Pharmaceuticals 

New  York,  New  York  10017 

Please  see  prescribing  information  on  facing  page.  NSN 6505-00- 148-6967 


Antiminth 

(pyrantel  pamoate)  equivalent  to  50mg  pyrantel/ml 


ORAL 

SUSPENSION 


NEWS  FROM  THE  STATE  BOARD  MEDICAL  MEETINGS 
OF  MEDICAL  EXAMINERS 


Relicensing  applications  have  been  sent  out 
to  all  members  of  the  medical  profession 
licensed  in  South  Carolina.  The  relicensing 
fee  is  $25.00  per  year,  and  these  applications 
were  due  in  the  Columbia  office  of  the  Med- 
ical Examiners  Board  by  the  first  of  July. 
If  anyone  has  not  received  a notice  of  this 
requirement,  please  contact  the  Executive 
Director  of  the  State  Board  of  Medical  Ex- 
aminers, 1315  Blanding  Street,  Columbia, 
S.  C.  29201,  immediately. 

* 

The  Disciplinary  Commission,  as  set  forth 
in  the  Act  passed  by  the  House  of  Delegates 
at  the  May  Meeting,  1976,  has  been  nomi- 
nated by  Council  of  the  South  Carolina  Med- 
ical Association  and  these  members  have 
been  appointed  by  the  State  Board  of  Med- 
ical Examiners  and  have  been  so  notified. 
Their  tenure  in  office  is  three  years,  but  the 
original  appointees  will  have  staggered  terms 
and  these  have  been  so  designated  in  their 
notification  from  the  State  Board  of  Med- 
ical Examiners,  and  have  be.en  assigned 
tenures  of  three  years,  two  years,  and  one 
year,  as  their  names  were  submitted.  We  had 
a meeting  with  these  commissioners  in  Sep- 
tember to  review  their  duties  and  any  other 
information  they  wished  to  bring  up. 

* 

Since  the  meeting  in  May,  we  have  had  one 
written  examination  for  physicians,  one  for 
physician’s  assistants,  and  approximately 
150  interviews  for  reciprocity.  We  have  also 
had  three  disciplinary  hearings,  one  has 
been  finalized  and  the  other  two  are  in  the 
process.  Two  of  these  hearings  involved 
physician’s  assistants. 

Charles  N.  Wyatt,  M.D. 

President 


The  South  Carolina  Chapter,  American  Acad- 
emy of  Family  Physicians,  will  hold  its  28th 
Annual  Scientific  Session  November  10-13, 
1976  at  the  Hyatt  on  Hilton  Head  Island,  S.C. 
For  further  information,  contact  the  State 
Academy  Office  at  P.O.  Box  442,  Laurens, 
South  Carolina  29360. 

* 

Dr.  Claude  A.  Frazier,  an  allergist  from  Ashe- 
ville, N.C.,  will  be  conducting  a one-day  sym- 
posium on  the  subject  of  insect  allergy  at  the 
combined  meeting  of  the  Pan  American  Med- 
ical Association  and  the  Florida  Allergy  Asso- 
ciation. The  symposium  is  scheduled  for  Octo- 
ber 26,  1976  from  1 1:00  a.m.  to  12:30  p.m.  and 
from  2:00  p.m.  until  5:30  p.m.,  at  the  Diplo- 
mat Hotel  in  Hollywood,  Florida. 

* 

Southeastern  States  Regional  Meeting,  Amer- 
ican College  of  Physicians,  will  be  held  at  the 
Louisiana  State  University  Medical  Center, 
Shreveport,  La.,  October  29-30,  1976.  For 
further  information,  contact  Marion  D.  Har- 
grove, Jr.,  M.D.,  P.O.  Box  3932,  Shreveport, 
La.  71130. 


CLASSIFIED 


TAX  DEDUCTIBLE 
VACATIONS  FOR  MEDICAL 
PROFESSIONALS 

Over  500  listings  of  national/ inter- 
national meetings  in  the  medical 
sciences  for  1977.  Send  a $10  check 
or  money  order  payable  to  Profes- 
sional Calendars,  P.O.  Box  40083, 
Washington,  D.C.  20016. 
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PHYSICIAN 

RECRUITMENT/PLACEMENT 


The  following  physicians  are  actively 
seeking  practice  appointments  in  South 
Carolina: 

ANESTHESIOLOGY  - 31  years  old; 
University  of  Tenn.,  Memphis,  Tenn., 
1971.  Resident,  Anesthesiology,  Park- 
land Memorial  Hospital,  Dallas,  Texas, 
7/72-6/74.  Board  eligible.  Wants  single- 
specialty group,  partnership,  solo,  or 
multi-specialty  group  practice  in  com- 
munity of  25,000+.  No  preference  on 
geographical  area  of  the  state.  Salary 
open.  Available  Oct. -Nov.  ’76. 
CARDIOVASCULAR  DISEASES/ 
INTERNAL  MEDICINE  - 29  years  old; 
University  of  Michigan,  Ann  Arbor, 
Michigan,  1972.  Resident,  Internal  Med- 
icine, University  of  Michigan.  7/73- 
6/75.  Board  certified.  Internal  Medicine. 
Will  be  board  eligible.  Cardiology,  1977. 
Wants  single-specialty,  multi-specialty, 
academic  or  institutionally-based  posi- 
tion in  community  of  25,000+.  Must  be 
near  teaching  hospital.  Would  like  at 
least  part-time  academic  appointment. 
Salary  open.  Available  August  1977. 
INTERNAL  MEDICINE  - 30  years  old; 
Northwestern  University  Medical 
School;  Interned,  Cleveland  Clinic  Hos- 
pital, Cleveland,  Ohio;  Residency, 
Cleveland  Clinic  Foundation,  Cleveland, 
Ohio  to  June,  1977.  Desires  multi-spe- 
cialty group  in  small  to  medium  town  of 
25-75,000  service  area.  Teaching  or 
academic  affiliation  of  high  interest. 
Interested  in  S.C.,  does  not  specify  area. 
INTERNAL  MEDICINE  - 29  years  old; 
John  Hopkins  University  Medical 
School;  Interned,  John  Hopkins,  1973; 
Residency,  John  Hopkins  Hospital, 
1974,  Mayo  Clinic,  1975  to  present. 
National  Board  Certified.  American 
Board  Eligible.  Seeks  single  or  multi- 
group specialty  practice  situation.  Pre- 
fers S.C.  location  to  practice. 

INTERNAL  MEDICINE  - 29  years  old; 
College  of  Osteopathic  Medicine,  Phila- 
delphia, Pa.,  1973.  Internship,  Cleveland 
Clinic,  Cleveland,  Ohio,  * 7/73-7/74. 


Residency,  Cleveland  Clinic,  Cleveland, 
Ohio,  Internal  Medicine,  7/74-7/76. 
Licenses  held  in  New  York  and  Ohio. 
American  Board  Eligible,  Internal  Med- 
icine. Seeks  multi-specialty  group  or 
single-specialty  group.  Salary  open. 
Available  August  ’76. 

PEDIATRICS  - 27  years  old;  University 
of  Maryland,  Baltimore,  Maryland.  1974. 
Intern  and  Resident,  Cincinnati  Chil- 
dren’s Hospital,  Cincinnati,  Ohio,  6/74- 
7/77.  Will  be  board  eligible.  Pediatrics, 
1977.  Looking  for  partnership,  single- 
specialty group,  or  multi-specialty  group. 
Will  consider  community  of  25,000+,  but 
is  mainly  interested  in  Charleston,  Co- 
lumbia, Spartanburg,  or  Greenville.  Will 
be  in  S.C.  for  personal  interviews  in 
October  1976.  Salary  open.  Available 
July  1977. 

PEDIATRICS  - 62  years  old;  University 
of  Maryland,  1938;  Internship  and  Resi- 
dency, Mercy  Hospital,  Baltimore, 
Maryland,  ’39-’40  in  Internal  Medicine, 
Residency  in  Pediatrics,  Union  Memor- 
ial, Baltimore,  ’46-47.  Licensed  in  S.C. 
American  Board  Eligible.  Seeks  com- 
munity/school health  or  administrative 
situation. 

SURGERY,  GENERAL/ 

GENERAL  PRACTICE  - 31  years  old; 
University  of  Florida,  Gainesville,  Flor- 
ida, 1972.  Resident,  General  Surgery, 
Charlotte  Memorial  Hospital.  Charlotte, 
N.C.,  7/73-6/77.  Resident,  Plastic  Sur- 
gery, MUSC,  Charleston,  S.C.,  7/74- 
6/76.  Board  certified.  General  Surgery. 
Wants  partnership,  single-specialty 
group,  or  multi-specialty  group  situation. 
Would  like  small  community  of  2,500+. 
Salary  open.  Available  7/77. 

If  interested  in  any  of  these  physicians 
or  seeking  a physician  to  join  your  prac- 
tice, contact: 

Director,  Rural  Health  Delivery  Project 
P.O.  Box  11188 
Columbia,  S.  C.  29211 
(803)  779-7264 
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WINCHESTER 

“ CAROLINA* ' HOUSE  OF  SERVICE" 

Winchester  Surgical  Supply  Company 

200  SOUTH  TORRENCE  ST.  CHARLOTTE,  N.  C.  28201 

Phone  No.  701-372-2240 

Winchester-Ritch  Surgical  Company 

421  WEST  SMITH  ST.  GREENSBORO,  N.  C.  27401 

Phone  No.  919-272-5656 

We  equip  many  new  Doctors  each  year  and  invite  your  inquiries. 

Emory  L.  Floyd  J.  Ray  Jackson 

Box  3228  Tel.  803/662-4417  Box  2143  Tel.  803/246-1274 

W.  Florence  Sta.,  Florence,  S.  C.  29501  Greenville,  S.  C.  29602 

We  have  salesmen  living  in  South  Carolina  to  serve  you 

We  have  DISPLAYED  at  every  S.  C.  State  Medical  Society  Meeting  since  1921,  and  adver- 
tised CONTINUOUSLY  in  the  S.  C.  Journal  since  January  1920  issue. 


it:::::-::::::: a. 


Full  or  Part  Time  Openings 
for 

EMERGENCY  ROOM 
PHYSICIANS 

Available  in  Several  Areas 
of  South  Carolina 

Very  Flexible  Schedule 
No  Paper  Work 
No  Investment 
Salary  in  Excess  of  $50,000 
per  year 
Contact: 

Emergency  Physician  Group 
Taylor  at  Marion 
Columbia,  S.C.  29201 
Tel.  787-1720 
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THERE  ARE  A 
LOT  OF  PEOPLE 
GETTING  BETWEEN 
YOU  AND  YOUR 

PATIENT. 

Medicine  today  is  in  the  spotlight,  subjected  to  all 
finds  of  scrutiny.  Your  control  over  patient  therapy  is 
>eing  monitored,  judged  and  occasionally  abrogated, 
ometimes  by  unknown  third  parties. 

The  worry  is  that  in  the  wake  of  this  focus,  the  rela- 
tionship between  you  and  your  patient  will  be  weakened, 
without  offsetting  benefits.  Consider  three  examples: 

Drug  substitution  In  most  states,  pharmacy  laws, 
egulations  or  professional  custom  stipulate  that  your 
ion-generic  prescriptions  be  filled  with  the  precise  pred- 
icts you  prescribe.  But  in  the  last  five  years,  a dozen  or 
nore  State  laws  have  been  changed,  permitting  the  phar- 
nacist  in  most  cases  to  select  a product  of  the  same 
generic  drug  to  fill  any  prescription. 

Ironically,  this  dilution  of  physician  control  has 
aken  place  against  a background  of  growing  evidence 
flat  purportedly  equivalent  drug  products  may  be  in- 
iquivalent,  since  neither  present  drug  standards  nor  their 
mforcement  are  optimal.  In  fact,  the  FDA  itself  says  it 
las  not  enforced  the  same  standards  for  hundreds  of 
‘follow-on”  products  that  it  had  applied  to  the  original 
NDA  approvals.  Thus  physician  control  over  patient 
rherapy  is  being  eroded  with  a risk  that  patients  may  be 
exposed  to  drugs  of  uncertain  quality. 

The  major  advertised  claim  for  substitution  is  reduced 
prescription  prices  for  consumers.  Yet  no  documentation 
af  any  significant  savings  has  been  produced. 

MAC  Maximum  Allowable  Cost,  MAC  for  short,  is 
a Federal  regulation  designed  to  cut  the  Government  s 
drug  bill  by  setting  price  ceilings  for  drugs  dispensed  to 
Medicare  and  Medicaid  patients.  Unless  the  prescriber 
certifies  on  the  prescription  that  a particular  product  is 
medically  necessary,  the  Government  intends  to  pay  only 
for  the  cost  of  the  lowest-priced,  purported ly-equi valent, 


generally-available  product.  The  effect  of  the  program 
may  be  that  elderly  and  indigent  patients  will  be  restricted 
to  products  which  someone  in  Washington  believes  are 
priced  right.  Practicing  doctors  will  have  little  to  say  about 
administration  of  the  program,  since  Government  will 
have  absolute  authority  to  make  its  choices  stick. 

The  drug  lag  The  future  of  drug  and  device  re- 
search depends  upon  a scientific  and  regulatory  environ- 
ment that  encourages  therapeutic  innovations.  The 
American  pharmaceutical  industry  annually  is  spending 
more  than  $ 1 billion  of  its  own  funds  and  evaluating 
more  than  1,200  investigational  compounds  in  clinical 
research.  Disease  targets  include  cancer,  atherosclerosis, 
viruses  and  central  nervous  system  disorders,  among 
others.  But  there  is  a major  barrier  to  the  flow  of  new 
drugs  to  your  patients : The  cost  of  the  research  is  more 
than  ten  times  what  it  was,  per  product,  in  1962;  and 
whereas  governmental  clearance  of  new  drug  applica- 
tions took  six  months  then,  it  commonly  consumes  two 
years  now. 

The  FDA  needs  adequate  time,  of  course,  to  consider 
data.  But  it  is  equally  clear  that  the  present  approval  proc- 
ess contributes  to  needless  delay  of  needed  therapy. 
That’s  why  the  increased  efficiency  of  the  drug  approval 
process  is  vital  to  all  our  futures. 

If  these  issues  concern  you,  we  suggest  that  you  make 
your  voice  heard— among  your  colleagues  and  your  repre- 
sentatives in  State  legislatures  and  in  Washington. 

It  could  make  a difference  in  your  practice  tomorrow. 


ini 


Pharmaceutical  Manufacturers  Association 
1155  Fifteenth  Street,  N.W,  Washington,  D.C.  20005 
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PULMONARY  RESECTION  FOR 
METASTATIC  DISEASE 
A REPORT  OF  FIVE  CASES 

WILLIAM  S.  HOUCK,  JR.,  M.D.* 


The  occurrence  of  metastatic  disease  to  ma- 
jor organs  is  usually  a sign  of  widespread  tu- 
mor dissemination  and  is  looked  upon  as  an 
ominous  sign.  This  is  certainly  true  when  the 
liver  and  brain  are  involved,  but  not  neces- 
sarily so  when  the  lung  is  the  site  of  metas- 
tasis. Davis,1  in  1926,  reported  the  first  su- 
cessful  case  of  pulmonary  metastasis  treated 
by  resection,  and  since  then  there  have  been 
over  one  thousand  cases  reported  in  the  En- 
lish  literature.  Barney  and  Churchill,2  in  1939, 
reported  a case  which  survived  twenty-three 
years  following  pulmonary  resection. 

Over  the  past  six  years  I have  had  five  pa- 
tients with  pulmonary  metastasis,  treated  by 
pulmonary  resection. 

MATERIAL 

There  were  three  males  and  two  females  in 
this  group,  and  the  age  range  was  from  forty- 
eight  years  to  seventy-five  years.  There  were 
no  patients  symptomatic  as  a result  of  the  pul- 
monary lesion,  and  there  were  no  clinical  signs 
that  were  related  to  the  pulmonary  metastasis. 
The  pulmonary  metastasis  was  discovered  by 
routine  X-ray  in  all  but  one  patient,  and  lami- 
nagraphy  was  required  to  demonstrate  this 
single  lesion.  All  of  the  lesions  were  described 
as  peripheral  in  location  and  varied  from  .5 


*314  West  Pine  Street 
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centimeters  to  3!/2  centimeters  in  greatest  di- 
ameter. Detail  evaluation  of  all  patients  was 
carried  out  to  determine  if  multiple  metastatic 
sites  were  present.  Bronchoscopy,  scalene  node 
biopsy,  and  bronchial  washings  were  per- 
formed in  all  patients.  Laminagraphy  was  al- 
so employed.  There  was  no  evidence  of  meta- 
stasis elsewhere  in  any  of  the  patients  oper- 
ated upon. 

The  site  of  the  primary  carcinoma  varied  in 
all  of  the  patients.  The  sites  included  the  co- 
lon, GU  tract,  skin  (melanoma),  larynx,  and 
lung.  The  latter  two  lesions  were  squamous 
cell  carcinomas,  and  it  was  difficult  to  deter- 
mine if  these  were  primary  or  secondary  le- 
sions. Some  investigators3- 4 have  assumed 
that  all  squamous  cell  carcinomas  of  the  lung 
are  primary  and  are  never  secondary.  How- 
ever, by  correlating  the  gross  findings  and  the 
microscopic  findings,  it  was  felt  by  the  path- 
ologist that  the  pulmonary  lesion  represented 
a metastatic  nodule.  This  w7as  because  the  le- 
sions were  grossly  well  circumscribed  and  did 
not  infiltrate  the  lung  parenchyma.  There  was 
also  no  in  situ  changes  in  the  bronchi  or 
bronchiole  and  no  cilia  were  noted  microscop- 
ically. The  patient  with  laryngeal  carcinoma 
also  had  a metastatic  nodule  in  the  neck  and 
required  a neck  dissection  with  associated 
radiation  therapy. 

The  time  interval  between  the  primary  re- 
section and  the  diagnosis  of  the  secondary 
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lesion  varied  from  eight  months  to  twelve 
years.  Once  the  metastatic  lesion  was  dis- 
covered, thoracotomy  was  instituted  without 
delay  in  all  but  one  patient.  In  this  single  in- 
dividual a wait-and-see  period  of  six  months 
was  instituted  before  thoracotomy  was  carried 
out.  The  primary  lesion  was  renal  in  location. 

The  location  of  the  secondary  lesion  was 
confined  to  one  lobe  in  all  of  the  patients. 
There  were  no  multiple  pulmonary  implants 
in  any  of  the  patients.  The  left  upper  lobe  was 
involved  in  two  patients;  the  left  lower  lobe  in 
one  patient;  the  right  upper  lobe  in  one  patient; 
and  the  right  lower  lobe  in  one  patient.  Lobe- 
ctomy was  the  treatment  of  choice  in  all  but 
one  patient,  and  wedge  resection  of  the  lung 
was  employed  in  this  patient. 

There  were  no  operative  deaths  in  the  five 
patients,  but  two  have  expired  since  surgery. 
The  cause  of  death  in  these  two  patients  was 
not  related  to  the  malignancy,  but  they  expired 
as  a result  of  myocardial  disease.  One  patient 
expired  three  months  post-surgery  and  one 
three  and  one-half  years  post-surgery.  The 
single  patient  with  melanoma  has  shown  re- 
currence elsewhere.  She  is  being  treated  with 
immuno-suppressive  therapy,  and  her  response 
has  been  good.  The  longest  survivor  is  six 
years.  The  patient  with  multiple  pulmonary 
resections  for  squamous  cell  carcinoma  of 
the  lung  has  survived  six  and  one-half  years 
following  the  original  primary  resection 
and  three  years  following  thoracotomy  for  the 
metastatic  disease. 

DISCUSSION 

The  American  Cancer  Society  recorded 

655.000  new  cases  of  cancer  in  the  United 
States  during  the  year  1974.  Of  this  number, 

83.000  were  primary  malignancies  of  the  lung. 
There  were  355,000  deaths  from  cancer  in 
1974  in  the  United  States,  and  22  percent 
to  30  percent  of  all  patients  dying  of  cancer 
will  have  pulmonary  metastasis.5  Because  of 
this  relatively  large  number  of  patients 
having  pulmonary  metastasis,  pulmonary 
resection  for  metastatic  disease  is  certainly 
worthwhile  and  should  be  pursued  in  selected 
patients.  There  are  certain  malignancies  that 
metastasize  to  the  lung  more  readily  than 
others.  These  tumors  primarily  spread  through 
the  systemic  circulation,  while  those  that 
disseminate  through  the  portal  system  met- 
astasize to  the  liver. 


Patients  with  isolated  pulmonary  metastas- 
is are  not,  as  a general  rule,  symptomatic. 
Patients,  however,  with  primary  bronchogenic 
carcinoma  are  symptomatic  in  90  percent  of 
the  cases.6  The  routine  chest  X-ray  may  dis- 
tinguish primary  pulmonary  metastasis  in 
only  40  percent  of  the  cases.7  Therefore,  some 
other  means  of  distinguishing  early  pulmonary 
metastasis  should  be  employed.  Laminagraphy 
of  the  entire  lung  is  most  rewarding  and  it 
may  distinguish  multiple  pulmonary  lesions. 
If  one  is  anticipating  pulmonary  exploration 
for  metastatic  spread,  this  is  of  utmost  impor- 
tance since  it  may  contraindicate  thoracoto- 
my. However,  multiple  pulmonary  resection  for 
metastatic  spread  has  been  recorded  with  good 
results. 11  14  Bronchoscopy  is  of  little  reward 
in  these  patients,  because  most  metastatic 
lesions  are  peripheral  in  location  and  do  not 
involve  the  bronchi  or  bronchioles.8  Lung  scans 
are  nonspecific,  but  are  used  and  may  be  help- 
ful occasionally.  The  CEA  may  be  helpful,  but 
it  is  also  nonspecific,  and,  if  positive,  it  may  be 
indicative  of  widespread  metastasis. 

Pulmonary  resection  for  metastatic  dis- 
ease should  be  undertaken  only  if  there  is 
control  of  the  local  tumor  and  the  general 
condition  of  the  patient  warrants  thoracotomy. 
9-  10-  11  The  type,  primary  lesion,  does  not 
contraindicate  surgery.  The  prognosis  for  re- 
section in  pulmonary  metastatic  lesions  is 
much  more  rewarding  than  that  noted  with 
primary  bronchogenic  carcinoma.  Most  series 
l2-  13  report  a 20  percent  to  25  percent  overall 
five-year  survival  in  patients  with  primary 
bronchogenic  carcinoma,  while  some  have 
reported  a five-year  survival  rate  of  30  per- 
cent6 with  resection  in  metastatic  disease. 
Resection  for  secondary  sarcomatous  lesions 
of  the  lung  range  in  the  neighborhood  of  45 
percent9  five-year  survival  period.  The  best 
prognosticator  in  this  group  of  patients  seems 
to  be  the  interval  between  the  treatment  of 
the  primary  tumor  and  the  occurrence  of  the 
secondary  lesion.  The  prognosis  is  best  in  those 
patients  who  do  not  manifest  a recurrence  for 
three  or  more  years.  The  explanation  for  this 
is  unresolved,  but  is  thought  to  be  due  to  the 
host  response  to  the  tumor. 14 

The  timing  of  the  pulmonary  resection  is 
debatable.  Some  have  advised  a period  of  ob- 
servation of  the  secondary  lesion  in  an  effort 
to  evaluate  the  patient  for  further  metastatic 
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recurrence.3  This,  however,  has  not  been  wide- 
ly accepted,  and  most  feel  that  there  should  be 
no  period  of  grace.9-  15  No  definite  conclusion 
can  be  drawn  from  our  small  group  of  patients, 
but  the  results  were  not  benefited  by  waiting. 
The  type  tumor  one  is  dealing  with  and  the 
route  of  spread  should  be  considered  in  one’s 
decision  to  undertake  thoracotomy.  Re- 
sults have  been  best  when  metastasis  occurs 
from  the  kidney,  uterus,  cervix,  rectum,  testis, 
or  larynx.6  Poor  results  have  been  recorded  in 
those  patients  whose  primary  lesion  was 
located  in  the  stomach,  colon,  ovary,  breast, 
or  skin  (melanoma). 15 

The  pulmonary  resection  should  be  as  con- 
servative as  possible.  Wedge  resection  of  the 
lung  affords  a better  result  than  pneumo- 
nectomy.6 Claggett,  et.  al.8  have  shown  that 
anticipated  survival  time  is  inversely  related  to 
the  size  of  the  resected  lung.  This  has  been 
contraindicated  by  the  results  in  our  small 
group  of  patients.  One,  therefore,  should  not 
be  deterred  from  carrying  out  the  necessary 
pulmonary  resection  to  remove  the  lesion,  if 
the  lesion  is  confined  to  one  lung  and  the  pa- 
tient’s life  is  not  jeopardized  by  the  extent  of 
the  resection. 

SUMMARY 

The  management  of  metastatic  pulmonary 
nodules  should  be  aggressive.  If  the  pri- 
mary carcinoma  or  sarcoma  is  controlled  and 
the  pulmonary  lesion  can  be  resected,  overall 
five-year  survival  rate  can  be  expected  to  be 
in  the  range  of  30  percent  to  40  percent.  □ 


REFERENCES 


1.  Divis,  G.:  Ein  Beitrag  zur  operativen  Behandlung  der 
Lungenschwultse.  Acta  Chir.  Scand..  1927,  62:329. 

2.  Barney,  J.  D.,  and  Churchill:  Adenocarcinoma  of  the 
kidney  with  metastasis  to  the  lung,  cured  by  neph- 
rectomy and  lobectomy.  Jou.  Urol.  42:269.  1939. 

3.  Adkins,  Paul  C.;  Wesselhoeft.  Conrad  W.;  Newman, 
Wm.;  and  Blades.  Brian:  Thoracotomy  on  the  patient 
with  previous  malignancy:  Metastasis  or  new  primary. 
Jou.  of  Th.  Surg.  vol.  56,  351-361,  Sept.  1968. 

4.  Shields,  Thomas  W.:  Discussion  of  number  3. 

5.  Turner,  J.  W.,  and  Jaffe,  H.  L.:  Metastatic  neo- 
plasms: A clinical  and  roentgenologist  study  of  in- 
volvement of  skeleton  and  lungs:  Am.  J.  Roentgenol, 
43:479-489.  March  1972. 

6.  Choksi,  Lalit  B.;  Takita,  Hiroshi  and  Vincent,  Ronald 
G.:  The  surgical  management  of  solitary  pulmonary 
metastasis:  G.S.  & O.,  vol.  134:479-489,  March  1972. 
Lee,  lan  H.,:  Diseases  of  the  chest:  vol.  30:  85-95, 
1956. 

8.  Hood,  Robert  T.,  Jr.;  Good,  C.  Allen;  Clagett.  O.  T.; 
and  McDonald.  John  R.:  Solitary  circumscribed  le- 
sions of  the  lung.  Study  of  156  cases  in  which  re- 
section was  performed.  JAMA,  152:1105-1191,1953. 

9.  Kelly,  C.  R..  and  Langston,  H.  T.:  The  treatment  of 
metastatic  pulmonary  malignancy.  Jou.  of  Th. 
Surgery:  vol.  31:290-,  1956. 

10.  Groves,  Lawrence  K.  and  Effler,  Donald  B.:  Surgery 
for  metastatic  neoplastic  disease  in  the  lung:  Re- 
view of  38  cases:  Cleveland  Clinic  Quarterly,  vol.  23, 
January  1956. 

11.  Hutchinson,  D.  E.,  and  Deaner,  R.  M.:  Resection  of 
Pulmonary  Secondary  Tumors:  American  Jou.  of 
Surgery:  vol.  124,  732-737,  1972. 

12.  Dillon.  M.  L.  and  Postlethwait.  R.  W.:  Carcinoma  of 
the  Lung:  Annals  of  surgery,  vol.  11,  193,  1971. 

13.  Clagett,  O.  T.;  Payne.  W.  D.;  and  Woolner,  L.  B.: 
The  Surgical  treatment  of  pulmonary  neoplasms, 
a 10  year  experience:  Jou.  of  Thor,  and  Cardio  vas- 
cular surgery:  vol.  48.  391,  1964. 

14.  Cline,  Robert  E.  and  Young,  W.  Glenn,  Jr.:  Long 
term  results  following  surgical  treatment  of  meta- 
static pulmonary  tumors:  The  American  Surgeon, 
vol.  36:61-68,  1970. 

15.  Johnson,  Rollins,  M.  and  Lindskog,  Gustof  E.:  100 
Cases  of  Tumor  metastatic  to  lung  and  mediastinum. 
JAMA,  202:94,  1967. 


November,  1976 


423 


TRANSTHORACIC  PLACEMENT  OF  SUTURELESS 

(“SCREW-IN”)  MYOCARDIAL 

ELECTRODES  FOR  PERMANENT  CARDIAC  PACING 


R.  RANDOLPH  BRADHAM,  M.  D.* 


The  initial  experience  with  cardiac  pace- 
makers was  complicated  by  pacemaker  fail- 
ure and  fracture  of  the  electrodes.  The  tech- 
nical improvement  in  these  devices  has  prac- 
tically eliminated  these  two  complications. 
Pacemakers  are  smaller,  more  reliable,  and 
have  a battery  life  expectancy  of  from  five  to 
ten  years. 

The  endocardial  electrode  positioned  in  the 
apex  of  the  right  ventricle  was  widely  used  as 
it  could  be  placed  with  local  anesthesia  via  a 
cervical  or  chest  wall  vein.  Unfortunately,  dis- 
placement of  the  electrode  was  not  an  uncom- 
mon problem  and  occurred  both  early  and  late8 
in  as  many  as  20  percent  of  primary  implants.3 
Repositioning  required  removal  and  reim- 
plantation of  the  pacemaker  system.  Such  se- 
condary procedures  predisposed  to  infection 
and  prolonged  hospitalization.  Right  atrial 
thrombi  surrounding  the  indwelling  electrode 
were  the  cause  of  pulmonary  emboli  and  death 
in  some  patients.4  6 Recently,  Stoney  and  as- 
sociates7 examined  thirty  patients  by  veno- 
graphy at  the  time  of  elective  pacemaker  re- 
placement. Eleven  patients  (11/30)  were  found 
to  have  significant  innominate  venous  ob- 
struction with  collateral  circulation  commu- 
nicating with  the  opposite  cervical  and  inno- 
minate venous  channels.  Completely  normal 
venograms  were  found  in  only  five  patients. 
The  remainder  were  found  to  have  partial  ob- 
struction without  evidence  of  collateral  circu- 
lation. Perforation  of  the  electrode  was  not  un- 
common and  sometimes  occurred  several 
months  following  placement.2 


* Departments  of  Surgery 
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In  spite  of  these  complications,  use  of  the 
endocardial  electrode  remains  the  procedure 
of  choice  with  some  groups.  Conklin  and  asso- 
ciates1 reported  a series  of  four  hundred  con- 
secutive patients  with  only  twenty  dislocations, 
two  perforations,  one  infection,  and  one  death. 
Magilligan  and  associates5  compared  a con- 
secutive series  of  fifty  transvenous  and  fifty 
sutureless  pacemaker  insertions.  They  found 
that  the  sutureless  electrode  offers  an  initi- 
ally more  reliable  pacing  methoud  with  a 
higher  rate  of  complications.  In  reviewing  their 
figures,  however,  the  complication  rate  in  both 
groups  seemed  too  high. 

A myocardial  electrode  has  been  available 
and  usually  used  for  those  patients  for  whom 
the  endocardial  electrode  was  not  satisfactory. 
This  electrode  required  a puncture  wound  of 
the  myocardium  and  sutures  to  hold  it  in  place. 
Both  the  puncture  wound  and  sutures  some- 
times caused  bothersome  bleeding.  Rather 
wide  exposure  of  the  myocardium  was  neces- 
sary. 

A new  sutureless  (“screw-in”)  myocardial 
electrode  has  been  developed  and  marketed 
by  the  Medtronic  Company*  and  it  is  the  au- 
thor’s opinion  that  it  will  somewhat  revolu- 
tionize the  implantation  of  pacemakers.  The 
end  of  the  electrode  has  a small  footplate  with 
a “corkscrew”  electrode  tip  projecting  from  it. 
It  is  mounted  on  a detachable  handle  used  for 
insertion.  A small  disc  of  dacron  mesh  is  at- 
tached to  the  foot  plate  and  this  becomes 
adherent  to  the  epicardium.  (Figure  1). 


* Medtronic  Model  6917 
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FIGURE  1 


Since  January  1973.  transthoracic  implanta- 
tion of  myocardial  electrodes  and  subpectoral 
placement  of  the  cardiac  pacemaker  has  been 
the  only  method  used  by  the  author  for  pace- 
maker implantation  in  forty  consecutive  pa- 
tients. Thus  far,  there  has  not  been  a single  in- 
cident of  electrode  dislodgment.  electrode  fail- 
ure, pacemaker  failure,  hematoma  in  the 
pacemaker  pocket,  or  infection.  All  patients 
have  survived  and  none  have  had  any  serious 
complication  related  to  the  procedure.  The 
ages  of  this  group  of  patients  are  consistent 
with  the  usual  population  requiring  pacema- 
kers. Many  were  over  seventy  years  of  age. 
Technique 

The  operation  is  done  under  general  endo- 
tracheal anesthesia  which  provides  for  ade- 
quate analgesia,  oxygenation,  and  control  of 
the  cardiac  patient.  A small  transverse  incision 
is  made  usually  conforming  to  the  fifth  inter- 
costal space  just  to  the  left  of  the  sternum. 
(Figure  2)  The  incision  is  carried  down  through 
the  interspace  and  the  mediastinum  entered. 
Often  the  pleural  cavity  is  entered  as  the  pleu- 
ral reflection  in  this  area  comes  close  to  the 


FIGURE  2 

midline.  The  pericardium  is  entered  through  a 
short  incision  placed  over  the  left  ventricular 
w'all  to  expose  the  myocardium  between  the 
left  anterior  descending  artery  and  the  mar- 
ginal branch  of  the  circumflex.  (Figure  3) 
A bare  area  of  myocardium,  free  of  epicardial 
fat  and  coronary  vessels  is  selected  for  the  elcec- 
trode  insertion.  Two  electrodes  are  screwed 
into  the  myocardium  and  positioned  at  least 
one  centimeter  apart.  A loop  of  each  electrode 
is  placed  within  the  pericardium  as  it  exists. 
Testing  is  then  done  for  sensing,  pacing,  and 
R wave  voltage.  The  left  pectoral  muscle  is 
elevated  from  the  chest  wall  with  much  at- 
tention to  hemostasis.  The  pacemaker,  with 
attached  electrodes,  is  placed  in  the  pocket  and 
a chest  tube  placed  in  the  pleural  cavity  if 
it  has  been  entered.  (Figure  4) 

Comment 

The  transthoracic  approach  for  placement  of 
myocardial  electrodes  has  been  a safe  and  sa- 
tisfactory procedure.  It  is  well  tolerated  by  the 
elderly  patient  and  complications  have  been 
minimal.  Infection  and  electrode  dislogment 
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FIGURE  3 

are  rare.  The  “re-do”  procedure  has  practically 
disappeared.  Placing  the  pacemaker  under  the 
pectoral  muscle  rather  than  in  the  subcutane- 
ous space,  decreases  the  chance  for  infection, 
erosion,  and  migration  of  the  pacemaker 
which  were  costly  complications  in  the  early 
experience  with  transvenous  pacemakers.  Sub- 
sequent change  of  pacemakers  is  less  compli- 
cated as  there  is  not  the  chance  of  dislodging 
the  electrode.  Complications  such  as  atelec- 
tasis, pneumonia,  and  cardiac  decompensa- 
tion have  not  materialized  with  this  limited 
thoracotomy.  Even  the  elderly  patient  re- 
covers quickly.  □ 

Summary 

Forty  consecutive  patients  have  had  implant- 
ation of  sutureless  myocardial  electrodes 
through  a small  anterior  thoracotomy  and 
subpectoral  placement  of  a cardiac  pacemaker. 
There  have  been  no  deaths.  Complications  are 
rare.  There  have  been  no  pacemaker  failures 
or  displaced  electrodes  in  this  group.  The 
technique  has  been  illustrated.  The  author  be- 
lieves it  presently  to  be  the  procedure  of  choice 
for  most  patients  as  it  is  safe  and  reliable.  □ 
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INTRODUCTION 

Calcified  meningioma  of  the  anterior  third 
ventricle  is  distinctly  rare.  In  a patient  with 
Schizophrenia,  it  can  present  further  diag- 
nostic problems  and  detection  is  usually  late 
as  it  grows  within  the  ventricles.  It  is  usually 
mistaken  for  a craniopharyngioma  or  a calci- 
fied hypothalamic  glioma.  In  addition  to  de- 
mentia and  hydrocephalus,  disorders  of  laugh- 
ter could  be  associated  with  such  a lesion. 

CASE  MATERIAL 

A right-handed  Caucasian  male,  born  in 
1920,  was  admitted  to  the  State  Hospital  for 
mental  diseases  in  February,  1947,  following 
his  obsession  for  bizarre  religious  beliefs  and 
behavioral  disorders;  and  his  diagnosis  was 
paranoid  schizophrenia. 

The  patient  was  reared  in  an  orphanage 
from  the  age  of  eight  until  he  was  18.  He  at- 
tended grammar  school  up  to  the  seventh 
grade.  He  had  a desire  to  become  a missionary 
and  went  to  Mexico  in  1943  to  serve  as  a mis- 
sionary. However,  he  did  not  pursue  his  mis- 
sionary work  for  long  because  of  distaste  for 
the  local  food.  He  returned  and  worked  in  a ra- 
dio repair  ship  until  he  started  manifesting 
symptoms  of  bizarre  beliefs  and  was  hospi- 
talized. 

One  of  the  patient’s  aunts  died  of  a sus- 
pected brain  tumor  at  the  age  of  35.  The 
sister  of  the  patient  was  also  admitted  to  the 
State  Hospital  for  Mental  Diseases  in  1950 
with  a diagnosis  of  Schizophrenia  of  the  cata- 
tonic type.  She  also  had  bizarre  religious  be- 
liefs; but,  after  a transorbital  leucotomy  in 
1952,  she  was  discharged  with  reported  good 
results  and  is  still  living. 

When  the  patient  was  in  the  State  Hospital, 
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he  was  nervous,  wanted  to  go  around  naked, 
suffered  from  insomnia,  was  aggressive,  bel- 
ligerent, and  frequently  in  fights.  This  per- 
sisted for  two  years.  In  1950,  he  was  noted  to 
be  silly,  quiet,  showed  signs  of  poor  intel- 
ligence and  memory  deficit,  and  gradually  lost 
interest  in  environment.  Thus,  in  1956,  the 
diagnosis  was  changed  from  paranoid  Schizo- 
phrenia to  catotonic  Schizophrenia.  From  1962 
through  1968,  the  patient  was  reported  to  be 
more  and  more  withdrawn  but  still  communi- 
cated with  the  ward  personnel. 

In  1968,  frequent  inappropriate  laughter  was 
noted  with  slow  motor  activity.  In  August, 
1969,  the  patient  was  transferred  to  the 
neighboring  general  hospital  with  pyrexia  of 
unknown  origin  which  was  later  attributed  to 
a viral  gastro-intestinal  tract  infection  and  se- 
condary dehydration.  At  that  hospitalization 
his  pupils  reacted  sluggishly  to  light,  and  both 
optic  discs  looked  slightly  blurred,  suggestive 
of  papilledema.  The  deep  tendon  reflexes  were 
hyperactive  without  figidity  or  tremor.  His 
ability  to  walk  was  impaired  and  he  tended  to 
fall  frequently.  A lumbar  puncture  showed 
opening  pressure  of  150  ml.  of  water,  one 
lymphocyte,  2 RBC’s,  VDRL  of  the  CSF  was 
negative,  and  total  protein  was  38  mg%. 
Skull  X-rays  showed  intracranial  calcification, 
thought  to  be  intracerebral,  representing  a 
large  mass  involving  posterior  frontal  and 
parietal  lobes  deep  near  the  midline,  probably 
slightly  more  on  the  left  than  the  right.  He  was 
not  studied  further  because  it  was  felt  that  he 
had  an  inoperable  lesion.  His  movements  be- 
came progressively  slower.  In  March,  1969, 
bilateral  blurring  of  the  optic  discs  was  again 
noted  and  an  enlargement  of  the  intracranial 
calcification  was  again  noted.  Cerebral  spinal 
fluid  studied  at  that  time  showed  one  lympho- 
cyte and  2 RBC’s,  negative  VDRL  and  57  mg% 
protein.  A brain  scan  was  normal.  An  EEG 
showed  an  excessive  amount  of  slowing  in  the 
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delta  range  bilaterally  although  more  predo- 
minant on  the  right. 

In  August,  1970,  the  patient  had  marked  in- 
appropriate laughter  and  slowing  of  movement 
with  rigidity.  The  left  pupil  was  slightly  larger 
than  the  right  but  both  were  briskly  reactive 
and  disc  margins  were  found  to  be  blurred 
and  no  venous  pulsations  were  noted.  No  fur- 
ther studies  were  done.  Re-evaluation  in 
March,  1971,  showed  slight  progression  of  the 
rigidity  and  slow  movements.  Funduscopy 
was  again  suggestive  of  chronic  papilledema, 
more  so  on  the  left,  and  X-ray  was  suggestive 
of  a further  increase  in  the  size  of  calcification. 
At  this  time,  he  was  transferred  to  the  Medical 
University  Hospital  here  in  Charleston  for 
evaluation. 

At  the  time  of  admission,  he  was  51  years 
old  and  found  to  be  withdrawn  and  had  in- 
appropriate grin  and  flat  effect  with  dis- 
orientation. He  had  occasional  spontaneous 
speech  and  was  demented.  Ophthalmological 
examinations  revealed  nasal  blurring  of  disc 
margins.  His  gait  was  ataxic,  wide-based,  as 
well  as  spastic  with  a tendency  to  fall  on  the 
right.  He  had  hyperactive  reflexes  with  a 
Babinski  sign  on  the  right.  He  did  not  use  his 
right  hand  as  much  as  the  left  and  had  in- 
tention tremors  bilaterally.  The  echoencepha- 
logram  was  midline  and  the  brain  scan  was 
interpreted  as  normal.  Skull  X-rays  revealed 
suprasellar  calcification  and  demineralization 
of  the  Dorsum  sellae.  A laminogram  of  the 
sella  turcica  showed  a cystic  area  with  calcium 
in  the  wall  of  the  cyst  with  some  amorphous 
calcification  also.  Right  carotid  and  left  retro- 
grade brachial  arteriograms  revealed  large 
lateral  ventricles.  No  tumor  vessels  were  seen. 
A pneumoencephalogram  showed  that  the 
structures  in  the  posterior  fossa  were  crowded 
probably  secondary  to  the  pressure  trans- 
mitted through  the  tentorial  notch.  There  was 
no  evidence  of  a mass  in  the  posterior  fossa 
itself.  The  third  ventricle  was  filled  by  a part- 
ially calcified  mass  from  the  foramen  of  Mon- 
roe to  the  posterior  part  and  filling  most  of 
the  anterior  portion  of  the  third  ventricle 
(Fig.  1).  Air  surrounded  it  from  below  but  not 
from  above,  indicating  that  it  was  attached 
to  the  roof  of  the  third  ventricle.  The  left 
foramen  of  Monroe  was  partially  blocked.  No 
air  passed  through  the  right  foramen  of  Mon- 
roe; consequently,  the  right  lateral  ventricle 


was  not  initially  seen.  The  left  one  was  large 
and  there  was  no  midline  shift  (Fig.  2).  On 
7/16/71,  a right  frontal  craniotomy  was  per- 
formed with  Trans-right  frontal  exposure  of 
the  intraventricular  mass.  The  mass  was 
brownish  and  smooth  , and  appeared  to  have 
arisen  from  the  roof  of  the  third  ventricle, 
from  the  tela  choroidea  of  that  area,  and  ex- 
tended through  the  foramen  of  Monroe  into  the 
lateral  ventricle.  The  majority  of  the  tumor 
occupied  the  anterior  part.  A subtotal  removal 
of  the  tumor  was  performed. 

Histology  showed  that  the  cells  were  ar- 
ranged in  broad  sheets  and  at  places  in  clus- 
ters. In  other  places,  the  tumor  had  a fibrous 
appearance  with  elongated  muclei  of  the  tu- 
mor cells  which  were  arranged  in  bundles  and 
were  interlacing  with  each  other  (Fig.  4). 
There  was  a variable  amount  of  scanty  collagen 
and  reticulin.  A few  scattered  Psammoma 
bodies  were  also  seen  (Fig.  3).  Findings  were 
consistent  with  transitional  meningioma. 

Post-operatively,  unfortunately,  this  pa- 
tient developed  a wound  infection  as  a result 
of  which  his  bone  flap  became  infected  and 
had  to  be  removed,  and  the  wound  was  de- 
brided.  Following  this  procedure,  he  had  an 
uneventful  recovery  and  was  sent  back  to  the 
State  Hospital  for  Mental  Diseases.  A recent 
report  from  the  State  Hospital  shows  that  he 
is  able  to  do  his  routine  work,  is  no  longer 
bursting  into  laughter,  has  marked  improve- 
ment in  his  gait,  is  more  cooperative  and  much 
easier  to  handle  and  manage. 

DISCUSSION 

A rare  case  of  meningioma  of  the  third  ven- 
tricle arising  from  the  roof  extending  inferiorly 
to  fill  the  entire  anterior  part  of  the  third 
ventricle  and  superiorly  through  the  right 
foramen  of  Monroe  into  the  right  lateral  ven- 
tricle is  presented.  The  clinical  recognition  is 
often  quite  late.  Features  of  hydrocephalus 
and  increased  intracranial  tension  are  mani- 
fested when  a tumor  is  of  the  size  that  ob- 
structs the  cerebro-spinal  fluid  circulation. 
Calcification  in  such  a case  is  mistaken  for 
the  more  common  craniopharyngioma  or  even 
calcified  glioma.  Behavioral  changes  and 
laughter  disorders  have  been  associated  with 
tumors  in  the  third  ventricle.5  In  our  search  of 
literature  a calcified  meningioma  in  such  a 
position  has  been  extremely  rare.  The  only 
case  we  know  which  is  similar  was  reported  by 
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Figure  1 

Pneumoencephalogram  showing  calcification  in  the  tu- 
mor, nonfilling  of  the  anterior  third  ventricle.  Extent  of 
the  tumor  as  seen  during  surgery  is  outlined  on  the  pic- 
ture. 


Figure  3 

Histology  of  tumor  reveals  presence  of  psammoma  bodies 
in  some  areas. 
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Figure  2 

Frontal  projection  showing  large  lateral  ventricle,  occlu- 
sion of  left  foramen  of  Monroe  by  the  large  calcified  tu- 
mor mass  as  outlined. 


Figure  4 

Fibrous  appearance  as  seen  in  the  histological  section 
were  present  in  some  areas  as  well. 
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Cushing  and  Eisenhardt,2  but  the  patient  did 
not  have  associated  mental  problems.  Our 
patient  has  a unique  problem  where  the  tumor 
was  superimposed  on  his  pre-existing  diagno- 
sis of  Schizophrenia.  Meningiomas  in  the  ven- 
tricles arise  from  the  choroid  plexus  or  the  tela 
choroidea.  Most  of  these  tumors  are  in  the 
lateral  ventricle.  If  they  arise  in  the  third  ven- 
tricle, they  extend  into  the  posterior  part  in 
the  vicinity  of  the  pineal  region  and  there  are 
several  case  reports12  whereas  location  in  the 
anterior  part  is  unusual.  This  tumor  in  the  ante- 
rior part  of  the  third  ventricle,  by  its  proximity 
to  the  hypothalamus  and  limbic  syste,  has  been 
incriminated  in  the  production  of  behavioral 
changes  and  laughter  disorders.  Hydrocepha- 
lus in  these  cases  is  believed  to  be  the  cause 
of  mental  deterioration."  Symptoms  in  such 
cases  are  more  subtle  because  the  obstruction 
of  the  CSF  pathway  may  be  intermittent  or  in- 
complete. If  the  obstruction  is  complete,  then 
the  symptomatology  is  usually  progressive  with 
headache,  vomiting,  and  overt  papilledema. 
In  the  slow  growing  and  benign  tumor,  symp- 
toms are  usually  very  gradual  and  slowly  pro- 
gressive with  general  cerebral  compression 
and  dementia.9 

The  question  in  discussing  this  type  of  case 
is  whether  the  pathological  process  due  to  the 
tumor  antedates  the  history  of  his  Schizo- 
phrenia and  mental  disorder  or  did  mental  dys- 
function antedate  the  tumor.  This  patient  does 
have  a family  history  of  Schizophrenia  sup- 
porting the  latter  theory.  This  patient  also 
manifested  a strange  disorder  of  laughter 
which  had  been  reported  before  the  confirmed 
brain  lesion,  but  calcification  in  plain  X-ray 
was  present  for  a long  while. 

There  are  autopsy  evidences  where  a dis- 
order of  laughter  is  secondary  to  bilateral  de- 
generation of  corticohypothalamic  and  cortico 
bulbar  tracts.5  It  is  reported  in  cases  of  single 
discrete  brain  lesions  near  the  limbic  system.8 
It  has  also  been  reported  in  certain  rare  cases 
of  seizure  disorders.5 

In  a gross  lesion  involving  frontohypo- 
thalamic  connections,  the  disordered  laughter 
appears  to  be  the  result  of  an  excited  emotional 
state.5  Sustained  involuntary  laughter  has 
been  seen  with  infarction  of  the  inferolateral 
aspect  of  the  left  timporal  lobe.13  Still  we  do 
not  know  much  about  the  physiology  of  normal 
laughter  and  facial  expression.  However,  from 
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all  the  above  evidence  it  appears  that  the 
cortico-hypothalamic  and  cortico  bulbar  tracts 
together  with  connections  of  limbic  systems 
and  the  temporal  lobe  to  the  hypothalamus, 
cortex  and  thalamus  might  have  a complicated 
circuit  resulting  in  control  of  the  laughter. 
Consequently,  a lesion  involving  any  of  these 
areas  can  result  in  an  altered  state  or  a dis- 
ordered laughter  state.  Since  in  our  case  the 
lesion  was  very  close  to  the  hypothalamus  and 
the  limbic  system  at  the  same  time,  the  pa- 
tient had  hydrocephalus;  all  of  these  together 
might  contribute  to  the  production  of  disor- 
dered laughter,  behavioral  changes  and  de- 
mentia. 

CONCLUSION 

Changes  in  behavior  in  a patientwith  known 
Schizophrenia  could  be  due  to  a tumor.  Lesions 
in  the  anterior  third  ventricle  are  accessible 
with  good  results,  unlike  those  in  the  posterior 
third  ventricle,  and,  therefore,  can  be  treated. 

These  tumors  can  manifest  as  laughter  dis- 
orders owing  to  the  pressure  on  the  limbic 
system. 

An  intraventricular  meningioma  is  usually 
fairly  late  to  give  signs  or  symptoms  although 
calcification  can  be  seen  early  and  frequently. 
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Narcolepsy  is  a recognized  clinical  entity 
consisting  of  a tetrad  of  symptoms:  sleep 
attacks,  cataplexy,  hypnagogic  phenomena, 
and  sleep  paralysis.  It  appears  to  be  more 
frequent  in  males  and  generally  has  its  onset 
between  the  ages  of  10  and  20  years. 
A familial  tendency  has  been  elucidated.1 
The  sydrome  may  be  genetically  determined 
(REM  — synchronous  rapid  eye  movement 
indicative  of  dream  state)  or  secondary 
(nonREM)  to  trauma,  drugs,  or  encephalitis.2 
CASE  REPORT 

Mr.  J.  M.,  a 49-year-old  Caucasian  who 
works  as  a pipe-cutter  and  insulator,  was 
referred  for  psychiatric  consultation  because 
of  recent  emotional  outbursts  on  the  job. 
Early  in  the  interview'  the  patient  seemed 
guarded,  suspicious,  and  was  not  spontaneous 
in  giving  a history.  He  explained  his  reasons 
for  giving  up  his  favorite  recreational 
activity,  fishing.  Three  years  previously  he 
had  noted  that  every  time  a fish  struck  the 
bait,  he  momentarily  froze.  The  fish  in- 
variably got  away  and  his  companions  would 
laugh  at  him. 

Pinpointing  the  symptoms  of  cataplexy  to 
sudden  surges  of  emotion,  such  as  laughter, 
excitement,  and  anger,  made  it  possible  to 
discover  a syndrome  of  narcolepsy.  He  had 
been  symptomatic  for  approximately  37 
years,  as  he  could  recall  sleep  disturbances 
which  involved  both  nightmares  per  se  and 
hypnagogic  phenomena  beginning  at  age  12. 

* Department  of  Psychiatry  and  Behavioral  Sciences, 

Medical  University  of  South  Carolina.  80  Barre 

Street,  Charleston.  South  Carolina  29401. 


The  hypnagogic  dream  usually  involved  the 
face  and  presence  of  the  devil,  which  was 
quite  frightening  to  the  patient.  This  improved 
until  the  patient  was  18,  when  his  mother 
died.  Soon  thereafter,  rare  episodes  of  cat- 
aplexy occurred;  he  never  discussed  these 
because  he  felt  they  were  some  type  of  epi- 
lepsy. At  age  22  he  noted  the  onset  of  hvper- 
somnolence  which  he  likewise  tried  to  conceal. 
During  the  ensuing  26  years,  he  has  been 
gainfully  employed  at  his  present  position. 
Any  symptomatology  observed  by  the  family 
was  dismissed  as  a peculiarity  of  the  “ 
nervous  father.”  He  was  able  to  use  public 
transportation  successfully  by  asking  the 
bus  driver  to  wake  him  at  his  destination. 
He  drove  his  own  car  with  the  window  open 
in  a 20-mile  radius  from  home.  He  mirac- 
ulously escaped  injury  on  several  occasions 
when  he  fell  asleep  at  the  wheel,  narrowly 
escaping  collisions  and  usually  ending  up  in  a 
ditch.  As  he  continued  his  efforts  to  avoid  the 
symptoms,  his  life  became  even  more  re- 
stricted. He  gave  up  movies,  television,  fish- 
ing, and  social  contacts.  Because  his  wife  was 
aclimacteric,  no  special  notice  was  given  to 
the  fact  that  he  became  impotent  at  age  44. 
Thus,  at  age  49  the  patient  presents  as  ob- 
sessive-compulsive neurosis,  severely  re- 
stricted by  his  rituals,  compounded  by  a 
symptomatic  affect  disorder  of  mixed 
anxiety  and  depression. 

The  family  history  was  significant  in  that 
the  patient  recalled  that  his  father  fell  asleep 
every  time  he  sat  down.  The  complete  neuro- 
logical examination  was  normal.  The  base- 
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line  EEC  was  interpreted  as  a poorly  de- 
veloped record  dominated  by  low  voltage 
fast  forms  intermixed  with  a typical  bi- 
lateral theta  slowing  consistent  with  the 
clinical  impression  of  drowsiness.  When  the 
patient  was  asleep,  the  sleep  spindles  and 
vertex  humps  were  poorly  formed.  An  infusion 
of  30  mg.  of  methylphenidate  was  given 
over  a five-minute  period  and  the  EEG 
changed  to  a normal  waking  pattern.  The 
patient  was  placed  on  5 mg.  methylphenidate 
orally  four  times  a day  and  has  been  virtually 
asymptomatic  in  the  two  years  since.  Sup- 
portive psychotherapy  by  his  family  physi- 
cian has  been  successful  in  establishing  more 
meaningful  communication  within  the 
family. 

DISCUSSION 

Narcolepsy  is  a descriptive  syndrome 
characterized  by  excessive  drowsiness  and 
sleep  at  an  inappropriate  time.  Two  major 
types  have  been  delineated,  REM  and  non- 
REM.  These  are  demonstrated  by  EEG  re- 
cording. In  REM  narcolepsy  the  rapid  eye 
movement  will  be  evident  shortly  after  the 
onset  of  sleep3  in  contrast  to  the  normal  sleep 
pattern  in  which  REM  sleep  occurs  approx- 
imately 90  minutes  after  sleep  onset.  In  its 
complete  development  sleep  attacks,  cata- 
plexia,  sleep  paralysis,  and  hypnagogic 
phenomena  will  be  present.  In  his  review 
article  Zarcone2  listed  the  distribution  of 
symptom  combinations  as  follows:  “sleep 

attacks,  almost  100  per  cent;  the  full  tetrad, 
about  10  per  cent;  sleep  attacks  and  cataplexy, 
about  70  per  cent;  sleep  paralysis  alone, 
less  than  5 per  cent;  hypnagogic  hallucinations 
as  part  of  the  tetrad,  with  sleep  attacks,  or 
with  sleep  attacks  and  cataplexy,  about  25 
per  cent;  and  sleep  aralysis  as  part  of  the  te- 
trad, with  sleep  attacks  or  with  sleep  attacks 
and  cataplexy,  about  30  per  cent”  (Zarcone, 
1973,  p.  1161).  It  would  appear  that  the  con- 
sensus in  the  literature  is  that  the  syndrome  is 
under-diagnosed.  A logical  explanation  of 
this  is  the  fact  that  patients  experience  shame 
and  restructure  their  activities  to  “hide” 
and/or  control  their  symptoms.  The  number  of 
cases  of  REM  narcolepsy  in  the  U.S.  is  esti- 
mated at  100, 000. 3 

The  most  useful  diagnostic  tool  in  narco- 
lepsy is  a careful,  complete  history.  The  etiol- 
ogy is  speculated  to  be  an  abnormality  in  the 


reticular  activating  system.4  Amphetamines 
amd  methylphenidate  are  useful  in  treating 
sleep  attacks;  tricyclic  antidepressants  are 
useful  in  treating  the  cataleptic  phenomenon.5 
SUMMARY 

A case  of  narcolepsy  of  37  years’  duration  in 
a 49-year-old  male  is  presented.  The  symptoms 
of  sleep  attacks,  cataplexy,  and  hypnagogic 
phenomena  were  present.  Treatment  with 
methylphenidate  and  supportive  psycho- 
therapy resulted  in  improvement  in  the  case 
reported.  D 
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On  May  26,  1976,  the  Governor  approved  a bill  establishing  the  Medical  Disciplinary  Commis- 
sion of  the  State  Board  of  Medical  Examiners.  7 his  bill  not  only  created  a commission,  but  also 
greatly  expanded  the  ability  of  the  Board  ot  Medical  Examiners  to  discipline  physicians  who  had 
been  found  guilty  of  misconduct.  Also  ot  significance  in  the  bill  was  the  expansion  of  misconduct  to 
include  professional  competence. 

The  Medical  Disciplinary  Commission  has  now  become  a reality.  It  is  made  up  of  fellow  phy- 
sicians throughout  the  state  of  South  Carolina  who  were  recommended  by  the  SCMA.  From  this 
point  forward,  the  Disciplinary  Commission  will  be  responsible  to  conduct  all  hearings  involving 
misconduct  of  physicians.  The  Commission  is  responsible  for  gathering  the  evidence  and  making  its 
recommendations  for  sanction  and  its  findings  as  to  misconduct,  if  any,  to  the  Board  of  Medical 
Examiners. 

Prior  to  this  act,  the  Board  of  Medical  Examiners  had  no  authority  to  put  a physician  found  guilty 
of  misconduct  on  probation  or  to  prescribe  a method  by  which  he  could  be  educated,  nor  could  it 
allow  sanction  whereby  a physician  could  serve  his  community  as  an  institutional  physician.  This 
new  act  gives  the  Board  of  Medical  Examiners  the  widest  latitude  to  most  effectively  rehabilitate 
those  physicians  who  have  been  found  guilty  of  some  misconduct. 

The  act  provides  a means  by  which  the  medical  profession  may  police  itself.  The  act  has  now  been 
fully  implemented  and  the  Commission  established,  with  the  prospects  of  having  its  first  hearings 
within  the  month.  In  the  upcoming  edition  of  the  medical  directory,  both  the  amended  act  and  the 
rules  and  regulations  as  adopted  by  the  Board  of  Medical  Examiners  will  be  published.  Each  of 
you  should  take  the  time  to  familiarize  yourselves  with  this. 

Lastly,  it  should  be  pointed  out  that  the  physician  appearing  before  the  Commission  has  the  right, 
as  in  any  case,  to  present  any  evidence  he  wishes,  to  hear  all  the  evidence  against  him,  and  to  have 
his  attorney  present.  The  physician  enjoys  all  the  rights  of  due  process  recognized  in  an  administra- 
tive hearing  and,  of  course,  has  the  right  to  appeal  from  the  Commission  to  the  Board  and,  then  if 
necessary,  from  the  Board  to  the  Courts  and  finally  to  the  Supreme  Court  of  South  Carolina  and  to 
the  Supreme  Court  of  the  United  States. 

The  act  as  we  view  it  gives  the  physician  every  opportunity  to  present  evidence  to  answer  the  al- 
legations made  against  him.  It  provides  that  every  physician  shall  be  fully  notified  of  the  facts,  cir- 
cumstances, and  charges  against  him;  this  procedure  insures  that  the  physician  will  be  totally 
aware  of  what  he  must  defend  in  a hearing  before  the  Commission.  It  is  equally  as  important  that  all 
proceedings  and  documents  relating  to  complaints  and  to  hearings  thereon  shall  be  private  and 
shall  not  be  released  unless  requested  by  the  respondent  physician.  This  allows  for  a full  inquiry 
into  any  complaint  without  dragging  such  through  the  public  eye.  The  act  also  provides  for  immu- 
nity from  suit  for  anybody  testifying  or  offering  any  information  with  regard  to  a hearing  against 
a physician  under  the  provisions  of  the  act;  this  assures  the  public  and  fellow  physicians  the  full 
protection  of  immunity  against  later  attempts  to  harrass  or  punish  that  person  for  testifying  against 
a respondent  physician. 

In  all,  we  are  pleased  that  our  profession  has  taken  a giant  step  forward  to  insure  to  the  public 
that  we  deserve  their  confidence,  and  that  those  persons  in  the  medical  profession  which  need  to  be 
disciplined  will  be. 
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SOUTH  CAROLINA 
LUNG  ASSOCIATION 
NEWS 

For  the  South  Carolina  Lung  Association 
and  thousands  of  lung  disease  patients  in  the 
state,  December  is  a very  special  month  for 
it  is  during  this  time  that  Lung  Associations 
across  the  county  conduct  the  annual  Christ- 
mas Seal  Campaign.  In  millions  of  homes 
around  the  world  the  Christmas  Seal  has 
become  synonymous  with  the  fight  against 
ling  disease  with  funds  raised  being  used  to 
conduct  programs,  activities  and  research  de- 
signed to  help  people  breathe  better. 

Growing  out  of  the  old  Tuberculosis  Asso- 
ciation, the  Lung  Association  is  proud  of  its 
national  heritage  as  the  father  of  the  voluntary 
health  movement  in  this  county.  Founded  na- 
tionwide in  1904  and  in  South  Carolina  1917, 
the  Association’s  original  dedication  was  to 
the  eradication  of  tuberculosis.  Through  con- 
certed efforts  of  the  TB  Association,  the  med- 
ical profession,  and  the  government,  an  ef- 
fective tuberculosis  cure  was  developed  in  the 
1950’s  which  began  the  demise  of  TB.  This  de- 
mise enabled  the  TB  Association  to  expand  its 
involvement  to  include  all  respiratory  dis- 
eases, and  a new  era  in  association  history 
began. 

With  a new  charge  and  a new  name,  today’s 
Lung  Association  is  much  more  involved  in 
defending  the  lung  against  all  respiratory 
diseases  and  their  causes.  The  former  TB-RD 
Association  has  streamlined  its  name  and  or- 
ganization as  a part  of  a nationwide  program  to 
emphasize  ongoing  programs  in  all  diseases 
of  the  lung  in  addition  to  tuberculosis. 

Primarily  an  educational  organization,  the 
South  Carolina  Lung  Association  conducts 
program  activities  in  three  major  areas  of 
professional,  patient  and  public  education. 
These  programs  vary  according  to  the  par- 
ticular needs  of  communities  and  individuals 
but  all  are  geared  to  one  primary  aim:  the 
prevention  and  control  of  lung  disease. 

Health  problems  to  which  major  emphasis 
is  given  include:  tuberculosis,  emphysema, 
asthma,  smoking,  occupational  lung  diseases, 
air  pollution  and  pediatric  lung  disease.  In 
addition,  funds  are  provided  for  research  and 
medical  training. 


For  the  past  70  years  the  work  of  the  Lung 
Association  has  been  financially  supported  by 
contributions  to  Christmas  Seals.  Each  De- 
cember, millions  of  cards  and  packages  are 
adorned  with  the  colorful  seals  which  promote 
lung  health  in  76  countries  around  the  globe. 

To  draw  attention  to  the  problem  of  asthma 
and  to  offer  a much  needed  service  to  asth- 
matic patients  and  their  families,  a pilot  pro- 
gram was  conducted  in  Charleston  last  year. 
The  Family  Asthma  Program  involves  both 
children  and  parents  and  was  designed  to  en- 
able families  to  deal  with  the  physical  and 
emotional  stress  of  asthma. 

As  an  extension  of  the  clinic,  a special  day 
camp  was  held  in  the  summer  to  provide  asth- 
matic children  with  the  opportunity  to  par- 
ticipate in  activities  they  couldn’t  enjoy  in  a 
regular  camp  because  of  the  vigorous  com- 
petition. In  modern  treatment  of  asthma,  sports 
is  recognized  as  an  important  form  of  therapy 
which  helps  increase  a child’s  overall  phy- 
sical, emotional  and  social  development. 

Through  continued  support  of  Christmas 
Seals,  the  Lung  Association  plans  to  expand 
the  Family  Asthma  Program  to  other  areas 
of  the  state  this  year. 

Another  important  Lung  Association  pro- 
ject this  year  financed  by  Christmas  Seals  is 
research  to  determine  the  incidence  of  genetic 
proteinase  inhibitor  deficiencies  that  pre- 
dispose to  chronic  obstructive  lung  disease. 
Being  conducted  by  Dr.  Robert  Allen  at  the 
Medical  University  of  South  Carolina,  the  pro- 
ject centers  on  findings  which  reveal  that 
emphysema  and  infantile  cirrhosis  are  asso- 
ciated with  an  inherited  deficiency  of  pro- 
teinase inhibitor  found  in  the  Alpha-1  globulin 
of  human  serum. 

Through  a new  testing  procedure  he  de- 
veloped called  isoelectric  focusing.  Dr.  Allen 
is  phenotyping  approximately  500  persons 
and  their  families  to  determine  the  incidence  of 
the  various  deficiencies  which  can  lead  to 
COPD.  The  test  will  reveal  which  individuals 
have  the  deficiency  and  thus  are  prone  to 
emphysema.  One  significance  of  the  project 
is  that  those  individuals  exhibiting  a deficiency 
can  receive  medical  counsel  on  the  hazards  of 
smoking  and  be  assessed  as  to  any  occupation- 
al hazards  in  their  jobs. 

The  major  significance  of  the  study  lies  in 

(CONTINUED  ON  PAGE  440) 


438 


The  Journal  of  the  South  Carolina  Medical  Association 


20 


100 


EAR 


20 


70 


NG  IS 


20 

50 


AS  PRECIOUS 


20 

40 


AS  SIGHT  HAV 


/ 


/ 


/ 


20 

30 


YOU  HAD  YOUR 


/ 


/ 


y 


If/  Hearing  losses 
y are  among  the  most 


20 

20 


TESTED  LATELY  A 


20 

15 


COMFORTABLE 


/ consistently  neglected 
health  problems.  Many 
C*  j jlS  people  with  them  won't  even 
O 1 Jr  admit  it  to  themselves,  let  alone 
/ others.  A little  encouragement  may 
/ start  them  thinking  about  themselves 

HEARING  ^ more reallstical5y- 


20 

10 


That's  why  we're  offering  you  the  poster 
y shown  here.  You  can  hang  it  on  the  wall  or  stand 
y it  on  a small  table.  It  comes  with  booklets  called  "As 
INVESTMENT  OF  A FEW  MI  N/  precious  as  sight' ' that  give  your  patients  some  basic 

y facts  about  auditory  testing  and  hearing  losses  and  how 
y easy  they  are  to  correct  in  many  cases. 
y Write  to  us  for  your  free  poster  and  booklets.  They  just 

y might  help  you  to  help  some  patients  who  aren't  hearing  as  well 
y as  they  used  to.  Even  those  who  ordinarily  wouldn't  hear  of  jt 

X Professional  Relations  Division,  Beltone  Electronics  Corporation 


/ 


/ 


/ 


4201  West  Victoria  Street,  Chicago,  Illinois  60646 


AMERICAN  PARKINSON  DISEASE 
ASSOCIATION  INFORMATION 


The  American  Parkinson  Disease  Associ- 
ation opened  an  information  service  in  At- 
lanta, Georgia  on  October  1 of  this  year.  As 
Dr.  John  Lee,  the  medical  director  explains: 
“This  is  to  be  an  information  and  referral  ser- 
vice only.  No  patient  care  will  be  given  by  our 
staff.  The  purpose  of  this  service  is  to  provide 
the  public  with  information  about  the  disease, 
its  treatment,  and  where  to  obtain  medical 
help,  equipment  for  the  home,  and  outpatient 
physical  therapy  services.  The  American  Park- 
inson Disease  Association  feels  that  there  is  a 
very  real  need  for  this  information  among  the 
general  public.  Through  providing  such  a 
service,  the  A PDA  expects  to  stimulate  public 
interest  in  Parkinson’s  Disease  and  thereby 
broaden  its  financial  support  for  research.” 
Physicians  interested  in  treating  Parkinson’s 
Disease  and  who  will  permit  their  names  to  be 
included  in  the  referral  list  should  write  to: 
Parkinson's  Disease  Information  Service,  25 
Prescott  Street,  Atlanta,  Georgia  30308,  in- 
cluding their  name,  office  address  and  office 
phone  number,  or  they  may  call  1-404-892-6995 
between  the  hours  of  9 a.m.  and  3 p.m.  Names 
of  referral  physicians  will  be  furnished  upon 
request  to  persons  wishing  to  see  a doctor  in 
their  own  community. 


LUNG  ASSOCIATION 

(CONTINUED  FROM  PAGE  438) 


the  area  of  genetic  counseling.  Couples  of 
child  bearing  age  who  possess  certain  defi- 
ciencies should  be  counseled  on  the  potential 
problem  of  infantile  cirrhosis  in  their  offspring 
and  of  the  hazards  of  smoking  and  the  po- 
tential problem  from  occupational  lung  dis- 
ease. 

These  are  only  two  of  the  many  programs 
being  funded  by  Christmas  Seals  there  are 
many  more.  With  continued  support,  the  Lung 
Association  will  continue  to  spearhead  the 
fight  to  conquer  lung  disease.  Until  then 
December  is  and  will  remain  — Christmas 
Seal  Month. 
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LIBRIUM* 

(chlordiazepoxide  HCI) 

5 mg, 10  mg,  25  mg  capsules 

Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which 
follows: 

Indications:  Relief  of  anxiety  and  tension 
occurring  alone  or  accompanying  various 
disease  states. 

Contraindications:  Patients  with  known 
hypersensitivity  to  the  drug. 

Warnings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other 
CNS  depressants.  As  with  all  CNS-acting 
drugs,  caution  patients  against  hazardous 
occupations  requiring  complete  mental 
alertness  (e.g.,  operating  machinery,  driv- 
ing). Though  physical  and  psychological 
dependence  have  rarely  been  reported  on 
recommended  doses,  use  caution  in  admin- 
istering to  addiction-prone  individuals  or 
those  who  might  increase  dosage;  with- 
drawal symptoms  (including  convulsions), 
following  discontinuation  of  the  drug  and 
similar  to  those  seen  with  barbiturates, 
have  been  reported. 

Usage  in  Pregnancy:  Use  of  minor 
tranquilizers  during  first  trimester 
should  almost  always  be  avoided 
because  of  increased  risk  of  con- 
genital malformations  as  suggested 
in  several  studies.  Consider  possibility 
of  pregnancy  when  instituting  therapy; 
advise  patients  to  discuss  therapy  if 
they  intend  to  or  do  become  pregnant. 

Precautions:  In  the  elderly  and  debilitated, 
and  in  children  over  six,  limit  to  smallest 
effective  dosage  (initially  10  mg  or  less  per 
day)  to  preclude  ataxia  or  oversedation,  in- 
creasing gradually  as  needed  and  tolerated. 
Not  recommended  in  children  under  six. 
Though  generally  not  recommended,  if 
combination  therapy  with  other  psycho- 
tropics seems  indicated,  carefully  consider 
individual  pharmacologic  effects,  particu- 
larly in  use  of  potentiating  drugs  such  as 
MAO  inhibitors  and  phenothiazines.  Observe 
usual  precautions  in  presence  of  impaired 
renal  or  hepatic  function.  Paradoxical  reac- 
tions (e.g.,  excitement,  stimulation  and 
acute  rage)  have  been  reported  in  psychiatric 
patients  and  hyperactive  aggressive  chil- 
dren. Employ  usual  precautions  in  treatment 
of  anxiety  states  with  evidence  of  impending 
depression;  suicidal  tendencies  may  be 
present  and  protective  measures  necessary. 
Variable  effects  on  blood  coagulation  have 
been  reported  very  rarely  in  patients  receiv- 
ing the  drug  and  oral  anticoagulants;  causal 
relationship  has  not  been  established 
clinically. 

Adverse  Reactions:  Drowsiness,  ataxia  and 
confusion  may  occur,  especially  in  the 
elderly  and  debilitated.  These  are  reversible 
in  most  instances  by  proper  dosage  adjust- 
ment, but  are  also  occasionally  observed  at 
the  lower  dosage  ranges.  In  a few  instances 
syncope  has  been  reported.  Also  encoun- 
tered are  isolated  instances  of  skin  erup- 
tions, edema,  minor  menstrual  irregularities, 
nausea  and  constipation,  extrapyramidal 
symptoms,  increased  and  decreased  libido- 
all  infrequent  and  generally  controlled  with 
dosage  reduction;  changes  in  EEG  patterns 
(low-voltage  fast  activity)  may  appear  during 
and  after  treatment;  blood  dyscrasias  (in- 
cluding agranulocytosis),  jaundice  and 
hepatic  dysfunction  have  been  reported  oc- 
casionally, making  periodic  blood  counts 
and  liver  function  tests  advisable  during 
protracted  therapy. 

Supplied:  Librium®  Capsules  containing  5 
mg,  10  mg  or  25  mg  chlordiazepoxide  HCI. 
Libritabs®  Tablets  containing  5 mg,  10  mg 
or  25  mg  chlordiazepoxide. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley.  New  Jersey  07110 


AUXILIARY  PRESIDENT’S  PAGE 


Mrs.  Virginia  Wiggins  is  reporting  to  us  this 
month  on  the  Student  Loan  Fund  Project  of 
the  Auxiliary. 


The  Student  Loan  Fund  has  been  in  existence  since  the  early  thirties  when  it  was  set  up  by  Mrs. 
W.  A.  Boyd.  At  that  time,  the  maximum  loan  allowed  to  one  student  in  one  year  was  $250,  with 
$1,000  the  maximum  available  for  each  student.  Rising  costs  over  the  years  have  altered  this,  and 
now  $1,500  per  year  is  offered,  with  $6,000  as  the  maximum  available. 

Funds  are  obtained  through  County  Auxiliary  members  and  members-at-large  by  the  addition  of 
$1.00  per  member  to  the  dues.  Names  of  prospective  applicants  may  be  turned  in  by  any  member  to 
the  county  Student  Loan  Chairman.  The  final  selcetion  of  students  is  by  the  Student  Loan  Fund 
Committee  composed  of:  a state  chairman,  co-chairman  and  treasurer,  the  State  Auxiliary  Presi- 
dent, President-Elect,  and  a representative  from  each  county.  The  Committee  meets  just  prior  to 
the  state  convention. 

A strict  investigation  is  made  into  the  past  grades,  health  and  character  of  the  applicant,  and  he 
or  she  is  required  to  obtain  an  insurance  policy  to  cover  the  amount  of  the  loan.  Money  is  paid  di- 
rectly to  the  Medical  University  of  South  Carolina  each  year,  upon  receipt  of  acceptable  grades  from 
the  Dean’s  office.  Repayment  begins  one  year  after  graduation,  at  the  rate  of  $50  per  month  for  the 
first  and  second  years,  and  $100  per  month  thereafter  until  the  loan  is  paid.  No  interest  is  charged 
unless  payments  become  in  arrears. 

A large  number  of  doctors  have  benefitted  from  the  Fund  and  several  are  in  the  process  of  repay- 
ment. Three  loans  were  granted  in  the  spring  of  1976  for  the  current  year.  The  Auxiliary  is  proud 
of  this  project  because  of  the  work  it  does  and  because  each  member  participates  in  its  process. 
We  are  grateful,  too,  to  be  able  to  give  even  small  assistance  to  fine  young  people  who  wish  to  pur- 
sue the  M.D.  degree. 


Virginia  Wiggins  (Mrs.  Casper) 
Student  Loan  Fund  Chairman 


November,  1976 
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PEOPLE  IN  THE  NEWS 


MUSC  RESIDENT  APPONTED  TO 
AMA  COUNCIL 


The  American  Medical  Association 
has  announced  the  appointment  of 
a South  Carolina  Resident  phy- 
sician, John  A.  Fagg,  M.D.,  to  the 
important  AMA  Council  on  Con- 
stitution and  By-Laws.  A native  of 
Winston-Salem,  North  Carolina, 
Dr.  Fagg  is  a Resident  in  Plastic 
Surgery  at  the  Medical  University 
of  South  Carolina  in  Charleston. 


SOUTH  CAROLINA  NATIVE 
SHARES  PFIZER  AWARD 


A native  of  Sumter,  South  Carolina, 
Joseph  L.  Goldstein,  M.D.,  is  a 
joint  recipient  of  the  1976  Pfizer 
Award  in  Enzyme  Chemistry. 
Dr.  Goldstein,  associate  professor 
of  medicine  at  the  University 
of  Texas  Southwestern  Medical 
School  at  Dallas,  shares  this  award 
with  Michael  S.  Brown,  M.D., 
of  New  York.  Administered  by  the 
American  Chemical  Society’s  Di- 
vision of  Biological  Chemistry, 
the  award  recognizes  outstanding 
achievement  by  young  scientists 
engaged  in  non-commercial  re- 
search. 
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BRIEF  SUMMARY  OF 
PRESCRIBING  INFORMATION 
ANTIMINTH " (pyrantel  pamoate) 

ORAL  SUSPENSION 

Actions.  Antiminth  (pyrantel  pamoate)  has 
demonstrated  anthelmintic  activity  against 
Enterobius  vermicularis  (pinworm)  and  As- 
caris  lumbricoides  (roundworm).  The  anthel- 
mintic action  -is  probably  due  to  the  neuro- 
muscular blocking  property  of  the  drug. 

Antiminth  is  partially  absorbed  after  an  oral 
dose.  Plasma  levels  of  unchanged  drug  are 
low.  Peak  levels  (0.05-0. 13/u.g/ml)  are  reached 
in  1-3  hours.  Quantities  greater  than  50%  of 
administered  drug  are  excreted  in  feces  as 
the  unchanged  form,  whereas  only  7%  or  less 
of  the  dose  is  found  in  urine  as  the  unchanged 
form  of  the  drug  and  its  metabolites. 
Indications.  For  the  treatment  of  ascariasis 
(roundworm  infection)  and  enterobiasis  (pin- 
worm  infection). 

Warnings.  Usage  in  Pregnancy : Reproduction 
studies  have  been  performed  in  animals  and 
there  was  no  evidence  of  propensity  for  harm 
to  the  fetus.  The  relevance  to  the  human  is  not 
known. 

There  is  no  experience  in  pregnant  women 
who  have  received  this  drug. 

The  drug  has  not  been  extensively  studied 
in  children  under  two  years;  therefore,  in  the 
treatment  of  children  under  the  age  of  two 
years,  the  relative  benefit/risk  should  be  con- 
sidered. 

Precautions.  Minor  transient  elevations  of 
SGOT  have  occurred  in  a small  percentage  of 
patients.  Therefore,  this  drug  should  be  used 
with  caution  in  patients  with  preexisting  liver 
dysfunction. 

Adverse  Reactions.  The  most  frequently  en- 
countered adverse  reactions  are  related  to  the 
gastrointestinal  system. 

Gastrointestinal  and  hepatic  reactions:  an- 
orexia, nausea,  vomiting,  gastralgia,  abdomi- 
nal cramps,  diarrhea  and  tenesmus,  transient 
elevation  of  SGOT. 

CNS  reactions:  headache,  dizziness,  drowsi- 
ness, and  insomnia.  Skin  reactions:  rashes. 
Dosage  and  Administration.  Children  and 
Adults:  Antiminth  Oral  Suspension  (50  mg  of 
pyrantel  base/ml)  should  be  administered  in  a 
single  dose  of  1 1 mg  of  pyrantel  base  per  kg 
of  body  weight  (or  5 mg/lb.);  maximum  total 
dose  1 gram.  This  corresponds  to  a simplified 
dosage  regimen  of  1 ml  of  Antiminth  per  10  lb. 
of  body  weight.  (One  teaspoonful=5  ml.) 

Antiminth  (pyrantel  pamoate)  Oral  Suspen- 
sion may  be  administered  without  regard  to 
ingestion  of  food  or  time  of  day,  and  purging 
is  not  necessary  prior  to,  during,  or  after  ther- 
apy. It  may  be  taken  with  milk  or  fruit  juices. 
How  Supplied.  Antiminth  Oral  Suspension  is 
available  as  a pleasant  tasting  caramel- 
flavored  suspension  which  contains  the  equiv- 
alent of  50  mg  pyrantel  base  per  ml,  supplied 
in  60  ml  bottles  and  Unitcups™  of  5 ml  in  pack- 
ages of  12. 

ROeRIG 

A division  of  Pfizer  Pharmaceuticals 
New  York,  New  York  10017 
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WARING  HISTORICAL  LIBRARY  FILLED  WITH  RELICS 


Much  of  the  history  of  medicine  in  South 
Carolina  is  contained  in  the  Waring  Historical 
Library  of  the  Medical  University  of  South 
Carolina.  Materials  have  been  collected  over 
a considerable  period,  and  are  available  for 
use  by  interested  persons. 

The  historical  library,  a branch  of  the  gen- 
eral library  system,  has  approximately  6,000 
medical  books,  the  nucleus  of  which  comes 
from  the  collection  of  the  Medical  Society  of 
South  Carolina  in  Charleston.  Begun  in  1791, 
that  library  grew  slowly  over  the  years  to  a 
fairly  considerable  size,  suffering  certain 
depredations  in  the  period  of  the  Civil  War, 
and  thereafter  was  rather  neglected  for  a great 
many  years.  Most  of  the  books  date  from  the 
18th  and  19th  centuries,  and  there  are  early 
journals  of  the  period  from  England,  France, 
and  the  United  States.  A few  of  the  books  go 
back  to  the  16th  century. 

The  library  has  miscellaneous  museum  ob- 
jects (old  instruments,  medicine  chests,  saddle 


bags,  etc.),  and  a number  of  prescription  books 
and  day  books.  It  also  includes  the  handwrit- 
ten theses  of  students  of  the  Medical  College 
of  South  Carolina  from  1825  to  1831,  many 
Edinburgh  theses,  and  a number  of  lecture 
notes  Irom  South  Carolinians  who  studied 
at  Edinburgh  and  Pennsylvania. 

The  South  Carolina  collection  includes 
books  (old  and  new)  written  by  South  Carolin- 
ians and  files  of  biographical  and  general 
material  bearing  on  the  history  of  medicine 
in  the  state.  There  is  also  a modest  collection 
of  valuable  papers  and  documents,  mostly  of 
South  Carolinians,  a small  group  of  microfilms, 
and  a number  of  medical  prints  and  carica- 
tures. 

The  library  is  vitally  interested  in  obtaining 
books,  letters,  pictures,  objects,  and  personal 
papers  relating  to  historical  medicine  in  gen- 
eral and  to  South  Carolina  medicine  and  its 
physicians  in  particular.  The  interest  of  the 
profession  in  this  effort  is  warmly  solicited. 


A unique  hospital  specializing  in  treatm  ent  of . . . 


ALCOHOLISM 
DRUG  ADDICTION 


In  this  restful  setting  away  from  pressures 
and  free  from  distractions,  the  Willingway 
staff,  with  understanding  and  compassion, 
carries  out  an  intensive  program  of 
therapy  based  on  honesty  and  responsi- 
bility. The  concepts  and  methods  are  ori- 
ginal, different  and  have  been  highly  suc- 
cessful for  fifteen  years. 

John  Mooney,  Jr.,  M.D.,  Director 
Dorothy  R.  Mooney,  Associate  Director 


311  JONES  MILL  RD„  STATESBORO,  GA.  30458  TEL. (912)  764-6236 


ACCREDITED  BY  THE  J. 


C.  A.  H. 
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PHYSICIAN 

RECRUITMENT/PLACEMENT 

The  following  physicians  are  ac- 
tively seeking  practice  appoint- 
ments in  South  Carolina: 
ANESTHESIOLOGY  - 47  years 
old:  Tufts  Univ.  Med.  School, 

1958.  Completed  Residencies  in 
Surgery  1960,  and  Anesthesio- 
logy 1962.  Board  eligible.  Looking 
for  solo  or  partnership  practice  in 
or  near  Charleston,  Columbia, 
Florence,  or  community  near  coast. 
Available  12/76. 

FAMILY  PRACTICE  - 47  years 
old;  Georgetown  Med.  School, 
1945.  Board  certified.  Seeking 
academic,  industrial,  or  school 
health  position  in  community  of 
25,000.  Available  7/77. 

FAMILY  PRACTICE  - 47  years 
old;  Northwestern  University, 
1957.  Licensed  in  three  states. 
Seeking  single-specialty  group, 
partnership,  or  solo  practice.  Would 
like  to  locate  in  community  of 
10,000+  near  the  coast.  Avail- 
ability flexible. 

FAMILY  PRACTICE 
EMERGENCY  MEDICINE  - 26 
years  old;  Medical  Univ.  of  S.C., 
1975.  Residency,  Richland  Me- 
morial Hospital,  7/76-present. 
Seeks  partnership,  multi-specialty 
group  or  solo  practice  in  community 
of  25,000+.  Considers  rural  practice 
outside  sizeable  coastal  town  ideal. 
Available  7/78. 

INTERNAL  MEDICINE  - 30  years 
old;  Univ.  of  Illinois,  1971.  Resi- 
dency, Medical  College  of  Wis- 
consin Affliated  Hospitals.  Board 

eligible.  Licensed  in  S.C.  Seeks 
single-specialty  group,  multi-spe- 
cialty group  or  partnership.  Pri- 
mary interest  in  Lexington-Co- 
lumbia  area;  would  also  consider 
Spartanburg-Greenvillearea.  Avail- 
able 7/77. 


INTERNAL  MEDICINE  - 28  years 
old;  Medical  Univ.  of  S.  C.,  1974. 
Residency,  Bowman  Gray  School 
of  Medicine  and  Medical  College 
of  Ga.  Will  be  board  eligible  1977. 
Seeking  partnership,  single-spe- 
cialty group  or  multi-specialty 
practice.  Will  consider  communities 
above  10,000.  Available  7/77. 
OBSTETRICS  & GYNECOLOGY 
46  years  old;  Medical  College  of 
Ga.,  1948.  Residency  Baylor  Univ. 
Hospital.  Board  certified.  Licensed 
in  four  states.  Seeking  multi- 
specialty, single-specialty  or  part- 
nership in  community  of  25,000+. 
Available  with  2 month  notice. 
OBSTETRICS  & GYNECOLOGY 
41  years  old;  Howard  Univ.  College 
of  Medicine,  1961.  Residency, 
Brookdale  Hospital  Center.  Board 
certified.  Licensed  in  S.C.  Would 
like  solo,  partnership,  or  single- 
specialty group  practice  in  area 
of  50,000+.  Available  9/76. 
OBSTETRICS  & GYNECOLOGY 
32  years  old;  Univ.  of  Vermont 
College  of  Medicine,  1971.  Resi- 
dency, Royal  Victoria  Hospital. 
Board  eligible.  Interested  in  single- 
specialty group,  partnership,  or 
multi-specialty  group  in  large  met- 
ropolitan area.  Prefers  Midlands 
or  Low  County.  Available  7/77. 
PEDIATRICS  - 28  years  old;  Univ. 
of  Kentucky,  1974.  Residency, 
Medical  Univ.  of  S.C.  Licensed  in 
S.  C.  Board  eligible,  1977.  Seeks 
single-specialty  group,  multi-spe- 
cialty group,  or  institutionally  based 
practice  in  community  of  25,000+. 
Most  interested  in  coastal  city.  Avail- 
able 10/77. 

If  interested  in  any  of  these  physi- 
cians or  seeking  a physician  to  join 
your  practice,  contact: 

Director,  Rural  Health  Delivery 
Project 

P.O.  Box  11188,  Columbia,  S.C. 
29211  (803)  779-7264 
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ABORTION  IN  SOUTH  CAROLINA 

DOROTHY  N.  BISHOP,  M.A.T.* 

ROGER  G.  SARGENT,  Ph.D.** 

JAMES  E.  PADGETT,  M.D.,  M.P.H.*** 


INTRODUCTION 

On  January  22,  1973,  the  United  States  Su- 
preme Court  restricted  the  governmental 
control  of  a woman’s  constitutional  right  to 
choose,  in  consultation  with  her  physician, 
whether  or  not  to  terminate  a pregnancy.  Con- 
troversy surrounding  this  decision  has  not 
subsided,  and  the  political  pressure  being 
presently  generated  is  of  interest  to  all  that 
study  social  change. 

The  1973  rulings  made  a revolutionary  break 
with  what  had  been  law  until  then,  i.e.,  that 
abortion  had  always  been  illegal,  except  under 
certain  very  restricted  circumstances.  How- 
ever, most  of  the  strict  state  criminal  abortion 
laws  had  not  been  enacted  until  the  latter 
half  of  the  19th  century.  Before  1803,  England 
did  not  treat  abortion  as  a crime  if  it  took  place 
before  “quickening.”  In  1803,  England  enacted 
its  first  abortion  statute,  which  outlawed  all 
abortion  and  in  1837,  this  statute  was  amended 
to  allow  exceptions  when  pregnancy  was  a 
threat  to  the  woman’s  life  or  health.1 

The  first  abortion  legislation  was  passed  in 
the  United  States  in  1821  and  it  was  not  until 
after  the  Civil  War  that  most  states  enacted 
laws  making  abortion  illegal.  The  exact 
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meaning  of  the  laws  was  uncertain  — for  ex- 
ample, three  states  simply  banned  abortion 
performed  ‘"without  lawful  justification”! 1 

The  thalidomide  tragedy  of  1962  triggered 
a serious  movement  for  abortion  reform  in 
the  United  States  which  had  already  tentative- 
ly begun  in  1959  by  the  American  Law  In- 
stitute when  it  proposed  the  Model  Penal 
Code.  The  code  stated  that  “a  licensed  phy- 
sician could  legally  terminate  a pregnancy  if 
he  or  she  believed  that  1)  it  threatened  the 
life  or  would  gravely  impair  the  physical  or 
mental  health  of  the  mother;  2)  the  child  would 
be  born  with  a grave  physical  or  mental  de- 
fect; or  3)  the  pregnancy  resulted  from  rape  or 
incest.”3 

How  have  the  liberalized  abortion  laws 
affected  the  number  of  legal  abortions  in  the 
United  States?  At  least  745,000  legal  abor- 
tions were  performed  in  the  United  States 
during  1973  and  approximately  900,000  were 
performed  in  1974.  (Tonsillectomy  is  the  only 
legal  surgical  procedure  for  which  a higher 
annual  number  has  been  reported  917,000 
in  1972. )2 

Changes  in  the  distribution  of  legaf  abor- 
tions following  the  1973  Supreme  Court  de- 
cision tended  to  vary  according  to  whether 
states  had  a liberal  or  restrictive  abortion  pol- 
icy before  the  decision.  In  some  states  having 
few  abortions  prior  to  the  1973  rulings,  there 
were  legal  abortion  increases  of  up  to  262%. 
However,  states  serving  significant  numbers 
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of  out-of-state  women,  had  decreases  up  to 
23%  in  the  procedures  performed.2  Since  the 
first  state  abortion  reform  laws  were  enacted 
in  1967,  there  have  been  continuous  sizable 
increases  in  both  number  and  percentage 
of  legal  abortions  each  year.  These  large 
annual  increases  suggest  that  a plateau  has 
not  been  reached  and  that  the  number  of  le- 
gal abortions  will  continue  to  increase.2 

Thus,  Weinstock,  et  al.  have  reported  the 
first  nationwide  data  to  reflect  the  impact  of 
the  1973  decisions.  They  indicate  that  this 
decision  significantly  affected  the  type  of 
providers  and  the  distribution  of  services  as 
well  as  the  number  of  abortions  which  were 
performed  legally.2 

What  do  these  changes  mean  to  the  women 
involved?  An  estimated  two-thirds  of  the 
abortions  performed  since  the  Supreme  Court 
decision  have  replaced  illegal  abortions.1 
According  to  the  Center  for  Disease  Control, 
The  number  of  deaths  caused  by  abortion  de- 
clined 87  percent  from  more  than  300  per 
year  in  the  1960’s  to  47  in  1973.  Of  the  47, 
18  were  the  result  of  illegal  abortions  and 
seven  resulted  from  spontaneous  abortions.)1 
New  York  City  municipal  hospitals  report  a 
decline  in  admissions  for  septic  and  incomplete 
abortions  from  6,524  in  1969  to  3,253  in  1973. 
Out  of  wedlock  births  have  declined  also.  In 
New  York,  illegitimate  births  accounted  for 
21  percent  of  all  births  in  1970  and  only  12 
percent  after  the  state  abortion  law  reform  in 
1971.' 

Data  collected  in  New  York  City  indicate 
that  in  mature  women,  age  20  and  older,  the 
number  of  pregnancies  declined  significantly 
between  the  first  and  second  year  following 
abortion  reform.  This  information  lends  no 
support  to  the  concern  that  relatively  easy 
access  to  safe,  legal  abortion  had  led  to  the 
neglect  of  contraception  in  this  age  group. 
The  situation  is  different  for  teenagers  in  New 
York  City.  In  this  group,  both  number  of  preg- 
nancies and  pregnancy  rate  have  remained 
essentially  unchanged.  Authorities  suggest 
that  if  this  trend  is  to  be  reversed,  these  young, 
mostly  unmarried  women  and  their  partners 
must  be  encouraged  to  make  use  of  available 
contraceptive  methods.1  Four-fifths  of  sexually 
active  teenage  women  indicated  in  a 1971  na- 
tionwide survey  that  they  had  engaged  in  sex- 
ual intercourse  without  using  contraception. 


The  great  majority  of  these  said  that  inaccu- 
rate information  about  pregnancy  and  the 
difficulty  in  obtaining  contraception  were  the 
reasons  for  not  protecting  themselves  against 
pregnancy.  About  three  in  ten  of  those  who 
reported  experiencing  premarital  intercourse 
became  pregnant.  Most  of  these  girls  carried 
the  pregnancies  through  to  term  and  most  of 
these  births  were  illegitimate.4  Dr.  Christopher 
Tietze  suggests  several  courses  of  action  to 
reduce  this  rate  of  unintended  pregnancy 
among  teenagers. 

1.  The  legal  and  policy  restrictions 
relative  to  contraception  sales  and  ser- 
vice to  minors  should  be  repealed. 

2.  Nonjudgmental  sex  education,  inclu- 
ding instruction  about  contraception, 
should  start  prior  to  the  age  at  which 
a significant  proportion  of  young  peop- 
ple  become  sexually  active  that  is, 
no  later  than  the  junior  high  school. 

3.  Contraceptive  counseling  and  services 
should  be  made  available  to  young  peo- 
ple — both  boys  and  girls  in  congenial, 
rather  than  intimidating  settings.3 

The  state  of  South  Carolina  now  states  in 
its  Code  of  Laws,  Article  7.1,  Title  32-682 
that  abortion  is  legal  if 

(a)  During  the  first  trimester  of  pregnancy 
the  abortion  is  performed  with  the 
pregnant  woman’s  consent  by  her  at- 
tending physician  pursuant  to  his  pro- 
fessional medical  judgment. 

(b)  During  the  second  trimester  of  preg- 
nancy the  abortion  is  performed  with 
the  pregnant  woman's  consent  by  her 
attending  physician  in  a hospital  or 
clinic  certified  by  the  Department 

(c)  During  the  third  trimester  of  preg- 
nancy, the  abortion  is  performed  with 
the  pregnant  woman’s  consent,  and  if 
married  and  living  with  her  husband, 
the  consent  of  her  husband,  in  a cer- 
tified hospital,  and  only  if  the  atten- 
ding physician  and  one  additional  con- 
sulting physician,  who  shall  not  be  re- 
lated to  or  be  engaged  in  private 
practice  with  the  attending  physician, 
certifed  in  writing  to  the  hospital  in 
which  the  abortion  is  to  be  performed 
that  it  is  necessary  based  upon  their 
best  medical  judgment  to  preserve 
the  life  or  health  of  the  woman.5 
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METHODS 

In  order  to  focus  on  the  changing  legal  abor- 
tion picture  in  South  Carolina,  information 
was  obtained  from  the  Division  of  Biostatis- 
tics, South  Carolina  Department  of  Health 
and  Environmental  Control.6  This  information 
included  the  number  of  therapeutic  abortions 
performed  from  1970-1975,  age  of  subject  in 
1972,  1973,  and  abortions  performed  by  county 
of  residence,  age.  and  race  of  patients  in  1975. 
Legal  information  was  obtained  from  the  Code 
of  Laws  of  South  Carolina.5  Population  fig- 
ures for  the  year  1970  were  obtained  from  the 
1970  Census  of  Population7  and  abortion  rates 
for  1973  were  obtained  from  1975  Statistical 
Abstracts .8 
RESULTS 

Table  1 shows  the  number  of  legal  abortions 
reported  by  attending  physicians  to  the  South 
Carolina  Department  of  Health  and  Environ- 
mental Control  during  the  period,  1970- 
1975.  The  1975  figure  (4,508  represents  a 
1,050  percent  increase  of  legal  therapeutic 
abortions  performed  in  South  Carolina  over  the 
1970  figure  of  392. 


TABLE  1 

NUMBER  OF  LEGAL  ABORTIONS  IN  SOUTH  CAROLINA 
| 1970-1975 


In  1970,  588,052  females  between  the  ages 
15-44  resided  in  the  state  of  South  Carolina. 
The  abortion  rate  for  that  year  was  calculated 
using  the  number  of  abortions  performed  in 
1970  as  the  numerator  and  the  number  of  wo- 
men age  15-44  residing  in  South  Carolina  as 
the  denominator.  The  abortion  rate  (number  of 
abortions  per  1,000  women)  was  .702.  Ac- 
cording to  Weinstock,  et  al,  the  South  Carolina 
abortion  rate  in  1973  was  03. 6. 2 Thus,  there 
was  02.9  increase  in  abortions  per  1,000  wo- 
men during  this  time  period. 

Abortion  ratios  were  calculated  using  the 
number  of  abortions  performed  as  the  numera- 
tor and  the  number  of  live  births  as  the  denom- 
inator and  the  resulting  figures  indicate  the 
number  of  therapeutic  abortions  per  1,000 
live  births.  Table  2 represents  the  South  Caro- 
lina abortion  ratio  for  the  years  1970-1975  and 
shows  the  increase  from  7.5  to  96.6. 

Table  3 illustrates  the  ages  of  the  women  on 
whom  abortion  was  performed  in  1972,  1973, 
and  1975.  The  age  groups  showing  the  most 
signigicant  increase  in  number  of  abortions 
were  the  15-19  and  20-24  groups.  In  the  age 
group  15-19,  a 144  percent  increase  in  number 
of  abortions  performed  occurred  between 
1973  and  1975.  Of  the  women  age  20-24,  a 
129  percent  increase  occurred  during  this  same 
time  period.  In  1975,  68.6  percent  of  all  abor- 
tions were  performed  on  women  24  years  of 
age  and  younger. 

When  the  race  of  the  patient  is  considered, 
we  find  that  58.6  percent  of  the  abortions  were 
performed  on  white  women  in  1975,  40.2  per- 
cent on  non  white  and  on  1.2  percent,  the  race 
was  unknown. 

Table  4 illustrates  the  total  number  of  wo- 
men who  had  therapeutic  abortions  in  South 
Carolina  in  1975  according  to  their  county  of 
residence  (not  w'here  the  abortion  was  per- 
formed), and  the  number  of  abortions  per- 
formed on  girls  in  the  15-19  age  group.  The 
latter  numbers  represent  33.9  percent  of  the 
1975  total,  or  1,527.  This  group  consists 
largely  of  the  high  school  population  in  South 
Carolina. 

SUMMARY  AND  CONCLUSIONS 

This  study  shows  that  the  number  of  legal 
abortions  performed  in  South  Carolina  has 
risen  dramatically  in  the  past  six  years.  The 
majority  (68.6  percent)  of  the  women  se- 
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TABLE  2 

ABORTION  RATE,  SOUTH  CAROLINA,  1970-1975 
(Number  of  abortions  per  1,000  live  births) 


Year 

Abort  ions 

Live  Births 

Ratio 

1970 

392 

52 , 283 

7 . 5 

1971 

725 

52,984 

13  . 7 

1972 

854 

49,951 

17.1 

1973 

2,102 

48,922 

43 . 0 

1974 

3,760 

48,432 

77.6 

1975 

4,508 

46,665 

96.6 

TABLE  3 

NUMBER  AND  PERCENT  OF  WOMEN  RECEIVING  ABORTION  SERVICES 

ACCORDING  TO  AGE  GROUPS 
1972,  1973,  and  1975 


AGE  1972  1973  1975 


Number 

Percent 

Number 

Percent 

Number 

Percent 

< 15 

34 

4 

57 

2 . 7 

71 

1 . 6 

15-19 

199 

23  . 3 

624 

29  . 7 

1527 

33  . 9 

20-24 

233 

27  . 3 

651 

31 

1491 

33 . 1 

25-29 

149 

17 . 4 

348 

16 . 6 

707 

15 . 7 

30-34 

98 

11 . 5 

217 

10 . 3 

327 

7 . 3 

35-39 

85 

9 . 9 

116 

5 . 5 

161 

3.6 

40-44 

35 

4 . 1 

41 

1 . 9 

59 

1 . 3 

45  + 

3 

. 4 

7 

. 3 

11 

. 2 

Unknown 

18 

2 . 1 

41 

1 . 9 

154 

3 . 4 
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TABLE  4 

COUNTY  OF  RESIDENCE  OF  WOMEN  WHO  HAD  ABORTIONS 
IN  SOUTH  CAROLINA  1975 


County 

Total  number 
of  abortions 

Women  age  15-19  who 
had  abortions 

Abbeville 

26 

11 

Aiken 

94 

41 

Allendale 

16 

6 

Anderson 

69 

22 

Bamberg 

21 

5 

Barnwell 

28 

16 

Beaufort 

92 

36 

Berkeley 

123 

48 

Calhoun 

23 

7 

Charleston 

744 

238 

Cherokee 

21 

8 

Chester 

30 

9 

Chesterfield 

21 

4 

Clarendon 

24 

10 

Colleton 

46 

12 

Darlington 

41 

18 

Dillon 

14 

7 

Dorchester 

89 

36 

Edgefield 

17 

5 

Fairfield 

55 

17 

Florence 

73 

25 

Georgetown 

65 

25 

Greenville 

136 

49 

Greenwood 

55 

19 

Hampton 

17 

3 

Horry 

149 

56 

Jasper 

3 

0 

Kershaw 

91 

31 

Lancaster 

26 

9 

Laurens 

65 

18 

Lee 

20 

2 

Lexington 

263 

91 

Marion 

13 

2 

Marlboro 

1 

1 

McCormick 

31 

9 

Newberry 

36 

16 

Oconee 

34 

13 

Orangeburg 

146 

50 

Pickens 

37 

20 

Richland 

1,081 

324 

Saluda 

29 

15 

Spartanburg 

74 

35 

Sumter 

161 

52 

Union 

32 

14 

Williamsburg 

58 

22 

York 

23 

8 

curing  these  abortions  in  1975  were  24  years 
and  younger  and  over  half  of  them  (58.6 
percent)  were  white.  Of  the  4,508  women  who 
secured  abortion  services  in  South  Carolina 
in  1975,  33.9  percent  of  these  women  are  in 
the  high  school  age  group.  This  age  group  has 
shown  the  greatest  percentage  increase  in 
use  of  abortion  services  since  the  Supreme 
Court  ruling. 

These  figures  include  only  those  women  who 
received  abortion  services  in  the  state  of  South 
Carolina.  No  information  is  included  relative 
to  the  women  who  traveled  to  other  states 
for  abortions. 

The  data  presented  indicate  that  a sizable 
proportion  of  the  population  of  South  Carolina 
is  affected  by  the  high  incidence  of  unwanted 
pregnancies,  that  a significant  number  of  wo- 
men involved  do  seek  abortions  in  South 
Carolina,  and  that  more  intensive  preventive 
programs  seem  justified.  For  instance,  when 
over  1,500  abortions  are  performed  on  girls  of 
high  school  age,  there  are  also  possibly  as 
many  as  1,500  young  males  involved  in  addi- 
tion to  parents  and  other  family  members  in 
these  situations.  Therefore,  at  least  5,000 
people  were  intimately  affected  by  these  un- 


wanted teenage  pregnancies  which  ended  in 
abortion  last  year. 

The  availability  of  legal  abortion  services 
serves  as  an  alternative  for  a significant  num- 
bur  of  women  who  find  themselves  facing  a 
decision  relative  to  an  unwanted  pregnancy. 
This  availability  is  also  an  aid  in  lowering  the 
birthrate  of  our  country.  However,  according 
to  Dr.  Alan  Guttmacher,  “...each  abortion 
bespeaks  medical  or  social  failure. ..The  first 
line  of  defense  against  unwanted  conception 
must  be  contraception  which  is  both  med- 
ically safer  and  socially  preferable.  Legal 
abortion  can  only  be  justified  as  the  second 
line.”9 

Preventive  measures  would  reduce  the  need 
for  abortion  services  and  the  resulting  eco- 
nomic, emotional,  physical  and  social  stress 
involved.  An  effective,  comprehensive  health 
education  program  including  a sound  sex 
education  component  for  all  young  people  of 
South  Carolina  is  urgently  needed  in  order  to 
encourage  responsible  and  informed  sexual 
behavior.  □ 
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The  Center  for  Disease  Control,  HEW, 
Atlanta,  recently  published  its  latest  recom- 
mendations for  the  treatment  of  syphilis. 
These  treatment  schedules  represent  the  first 
major  revision  in  recommended  therapy  since 
1968.  They  are  the  culmination  of  exhaustive 
work  by  the  staff  of  the  Venereal  Disease 
Control  Division,  CDC,  in  consultation  with 
experts  in  the  field  of  syphilis  therapy  all  over 
the  world.  Particular  attention  has  been  given 
to  more  recent  information  in  the  areas  of 
neurosyphilis,  syphilis  in  pregnancy  and  con- 
genital syphilis. 

Penicillin  remains  the  drug  of  choice  for 
all  stages  of  syphilis  and  it  should  be  given  in 
amounts  no  less  than  recommended  dosages. 
The  same  applies  for  alternate  antibiotics, 
should  they  be  necessary  - again  no  less  than 
recommended  doses  should  be  given.  Since 
penicillin  has  been  so  exhaustively  studied 
and  works  so  well,  every  effort  should  be 
made  to  use  it.  Penicillin  allergy  should  be 
thoroughly  documented  before  using  another 
antibiotic. 

EARLY  SYPHILIS 

Early  syphilis  is  defined  as  that  of  less  than 
one  year’s  duration  whether  it  be  primary, 
secondary  or  latent.  The  drug  of  choice  is 
Benzathine  penicillin  G because  it  provides 
effective  treatment  in  a single  visit. 

*Chief,  Bureau  of  Adull  Health  Services,  SCDHEC,  2600 
Bull  Street,  Columbia,  S.  C.  29201. 


TREATMENT  OF  EARLY  SYPHILIS 

1.  Benzathine  penicillin  G,  2.4  million  units 
total  by  intramuscular  injection  at  a sin- 
gle session. 

For  those  truly  allergic  to  penicillin.  Tetra- 
cycline or  Erythromycin  may  be  used.  These 
appear  to  be  effective  but  have  not  been  eval- 
uated as  extensively  as  penicillin. 
TREATMENT  OF  EARLY  SYPHILIS  FOR 
PATIENTS  ALLERGIC  TO  PENICILLIN 

1.  Tetracycline  hydrochloride  - 500  mg  four 
times  a day  by  mouth  for  15  days  (Since 
food  and  some  dairy  products  interfere 
with  absorption,  it  should  be  given  one 
hour  before  or  two  hours  after  meals.) 

or 

2.  Erythromycin  (stearate,  ethylsuccinate 
or  base)  - 500  mg  four  times  a day  by 
mouth  for  15  days. 

SYPHILIS  OF  MORE  THAN 
ONE  YEAR’S  DURATION 

Syphilis  of  more  than  one  year’s  duration 
includes  latent  syphilis  of  indeterminate  or 
more  than  one  year’s  duration,  cardiovascular, 
late  benign  and  neurosyphilis. 

Here  again  penicillin  is  the  drug  of  choice. 
There  are  no  published  clinical  data  which 
adequately  document  the  efficacy  of  drugs 
other  than  penicillin  for  syphilis  of  more  than 
one  year’s  duration.  Since  asymptomatic 
neurosyphilis  is  a possibility  in  syphilis  of 
more  than  one  year’s  duration,  cerebrospinal 
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fluid  (CFS)  examination  is  desirable  prior  to 
treatment.  It  is  mandatory  in  those  suspected 
of  neurosyphilis. 

TREATMENT  OF  SYPHILIS  OF  MORE 
THAN  ONE  YEAR’S  DURATION 

1.  Benzathine  penicillin  G - 7.2  million  units 

total:  2.4  million  units  by  intramuscular 

injection  weekly  for  three  successive 
weeks 

or 

2.  Aqueous  procaine  penicillin  G - 9.0  mil- 
lion units  total:  600,000  units  by  intra- 

muscular injection  daily  for  15  days. 

TREATMENT  OF  PATIENTS  WHO  ARE 
ALLERGIC  TO  PENICILLIN  WITH 
SYPHILIS  OF  MORE  THAN  ONE 
YEAR’S  DURATION 

1.  Tetracycline  hydrochloride  - 500  mg  four 
times  a day  by  mouth  for  30  days. 

2.  Erythromycin  (stearate,  ethylsuccinate 
or  base)  - 500  mg  four  times  a day  for  30 
days. 

The  optimal  treatment  schedules  for  syphilis 
of  more  than  one  year’s  duration  are  less  well 
established  than  treatment  for  syphilis  of  less 
duration.  In  general,  syphilis  of  longer  dura- 
tion requires  higher-dose  therapy. 

Although  therapy  is  recommended  for 
established  cardiovascular  syphilis,  there  is 
little  evidence  that  antibiotics  reverse  existing 
pathology  associated  with  this  disease. 

A satisfactory  clinical  response  can  be 
expected  in  90%  of  cases  of  neurosyphilis  in 
those  treated  with  penicillin  G (6.0  - 9.0  mil- 
lion units).  Some  clinicians  prefer  to  hospital- 
ize patients  with  neurosyphilis,  especially  if 
they  are  symptomatic  or  have  not  responded 
to  initial  therapy.  They  treat  these  patients 
with  12-24  million  units  of  aqueous  crystalline 
pencillin  G given  intravenously  each  day  (2-4 
million  units  every  4 hours)  for  10  days. 
SYPHILIS  IN  PREGNANCY 

All  pregnant  women  should  have  a serolog- 
ical test  for  syphilis  at  their  first  prenatal 
visit.  A nontreponemal  test,  such  as  the  VDRL, 
should  be  used.  Treponemal  tests,  such  as  the 
FTA-ABS,  should  not  be  used  for  routine 
screening.  They  are  expensive  and  should  only 
be  used  as  confirmatory  tests.  Women  felt  to 
be  at  high  risk  for  syphilis  should  have  a sec- 
ond nontreponemal  test  during  the  third  tri- 
mester. 


Women  with  positive  serology  should  be 
evaluated  expeditiously.  This  evaluation 
should  include  a quantitative  nontreponemal 
test  and  a confirmatory  treponemal  test  (FTA- 
ABS). 

A quantitative  test  showing  a rising  titer 
may  indicate  a recent  infection,  reinfection 
in  an  adequately  treated  patient,  relapse  in  an 
inadequately  patient,  or  an  acute  false  posi- 
tive reaction. 

Adequate  treatment  of  early  syphilis  is 
shown  by  a decline  in  titer.  A high  titer  does 
not  necessarily  mean  early  syphilis  but  is 
strong  evidence  for  the  presence  of  syphilis. 

If  the  FTA-ABS  test  is  negative  and  there 
is  no  clinical  evidence  of  syphilis,  treatment 
may  be  withheld.  However,  both  the  non- 
treponemal and  confirmatory  tests  should  be 
repeated  in  four  weeks.  At  this  point,  if  the 
diagnosis  of  syphilis  cannot  be  ruled  out  with 
certainty,  she  should  be  treated. 

Patients  who  have  had  adequate  treatment 
in  the  past  should  not  be  retreated  unless 
there  is  evidence  of  reinfection  such  as  dark- 
field  positive  lesions  or  a fourfold  titer  rise  of  a 
quantitative  nontreponemal  test. 

TREATMENT  OF  SYPHILIS 
IN  PREGNANCY 

1.  Penicillin  in  dosage  appropriate  for 
the  stage  of  syphilis  as  recommended 
for  the  treatment  of  nonpregnant 
patients  (see  above). 

TREATMENT  OF  PREGNANT  PATIENTS 
ALLERGIC  TO  PENICILLIN 

1.  Erythromycin  (stearate,  ethylsuccinate 
or  base)  in  dosages  appropriate  for  the 
stage  of  syphilis  as  recommended  for 
nonpregnant  patients  (see  above). 

Here  again,  documentation  of  erythromycin 
allergy  is  particularly  important  since  the 
efficacy  of  erythromycin  is  not  well  estab- 
lished. It  does  appear  to  be  safe  for  mother 
and  fetus  in  recommended  doses.  Caution: 
Erythromycin  estolate  and  tetracycline  are 
NOT  recommended  because  of  possible  ad- 
verse effects  on  mother  and  fetus. 

Pregnant  women  who  have  been  treated 
for  syphilis  should  have  monthly  quantitative 
nontreponemal  serologic  tests  for  the  re- 
mainder of  the  pregnancy.  Those  showing  a 
fourfold  rise  in  titer  should  be  treated. 
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CONGENITAL  SYPHILIS 

Congenital  syphilis  can  occur  if  the  mother 
has  syphilis  during  pregnancy.  If  the  mother 
has  received  adequate  therapy,  risk  to  the 
infant  is  minimal.  Infected  infants  frequently 
are  asymptomatic  at  birth  and  may  be  sero- 
negative if  the  mother  was  infected  very  late 
in  pregnancy.  It  should  be  remembered  that 
only  in  the  last  half  of  pregnancy  is  the  trepo- 
nema able  to  penetrate  the  placental  barrier. 

Infants  should  be  treated  at  birth  if  mater- 
nal treatment  was  inadequate,  unknown,  with 
drugs  other  than  penicillin  or  if  adequate 
follow-up  of  the  infant  is  doubtful. 
TREATMENT  OF  INFANTS  WITH 
SYPHILIS  AND  ABNORMAL  CSF 

1.  Aqueous  crystalline  penicillin  G,  50,000 
units/kg  I.M.  or  I.V.  daily  in  two  divided 
doses  for  a minimum  of  10  days. 

or 

2.  Aqueous  procaine  penicillin  G,  500,000 
units/ kg  I.M.  daily  for  a minimum  of 
ten  days. 

TREATMENT  OF  INFANTS  WITH 
SYPHILIS  AND  NORMAL  CSF 

1.  Benzathine  penicillin  G,  50,000  units/ 
kg  I.M.  in  a single  dose. 

Other  antibiotics  are  not  recommended  for 
neonatal  congenital  neurosyphilis  since  data 
of  its  efficacy  are  lacking.  Also  cerebrospinal 
fluid  concentrations  of  penicillin  after  benza- 
thine penicillin  are  minimal  or  nonexistant. 

Penicillin  treatment  for  congenital  syphilis 
after  the  neonatal  period  should  be  with  the 
same  dosages  used  for  neonatal  syphilis. 
Dosages  in  larger  children  need  not  exceed 
the  dosage  used  in  adults  with  syphilis  of  more 
than  one  year’s  duration.  The  same  applies  to 
dosages  of  erythromycin  and  tetracycline 
for  the  treatment  of  children  allergic  to 
penicillin.  Tetracycline  should  not  be  given  to 
children  less  than  eight  years  old  because  it 
stains  the  permanent  dentition  still  in  forma- 
tive stages. 

FOLLOW-UP  OF  CASES  TREATED 
FOR  SYPHILIS 

Patients  with  early  syphilis  and  eongenital 
syphilis 

1.  Repeat  quantitative  nontreponemal  tests 
at  three,  six  and  twelve  months  after 
treatment. 


Patients  with  syphilis  of  more  than  one  year’s 
duration 

1.  Repeat  serology  24  months  after  treat- 
ment. 

Patients  with  neurosyphilis 

1.  Clinical  reevaluation  at  six  month  inter- 
vals with  repeat  CSF  examinations  for 
three  years. 

RETREATMENT 

Retreatment  should  be  considered  when: 

1.  Clinical  signs  or  symptoms  of  syphilis 
persist  or  recur. 

2.  There  is  a sustained  fourfold  increase  in 
the  titer  of  a nontreponemal  test. 

3.  An  initial  high  titer  nontreponemal  test 
fails  to  decrease  fourfold  within  a year. 

Retreatment  of  patients  with  syphilis 

1.  Use  the  schedules  recommended  for 
syphilis  of  more  than  one  year’s  duration 
(see  above). 

EPIDEMIOLOGIC  TREATMENT 

Patients  who  have  been  exposed  to  infecti- 
ous syphilis  within  the  preceding  three  months 
and  others  who  on  epidemiological  grounds 
are  at  high  risk  for  syphilis  should  be  treated 
as  for  early  syphilis.  Every  effort  should  be 
made  to  establish  a diagnosis,  however.  □ 
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INTRODUCTION 

The  following  article  presents  an  overall 
view  of  End  Stage  Renal  Disease  in  South 
Carolina,  including  historical  background, 
treatment  options  available  to  patients,  types 
and  location  of  treatment  facilities,  financial 
assistance  programs  and  statistical  data  on 
patients. 

HISTORICAL  BACKGROUND 

End  Stage  Renal  Disease  is  defined  as  that 
stage  of  renal  impairment  which  is  virtually 
always  irreversible  and  permanent,  and  re- 
quires dialysis  or  kidney  transplantation 
to  ameliorate  uremic  symptoms  and  main- 
tain life.  For  the  victim  of  End  Stage  Renal 
Disease  (ESRD)  in  past  years,  the  suffering 
imposed  by  the  illness  was  only  part  of  the 
patient's  misfortune.  Although  hemodialysis 
therapy  and  renal  transplantation  has  been 
available  since  the  early  1960’s  for  providing 
successful  clinical  methods  for  treating  ESRD, 
the  exceedingly  high  cost  of  treatment  and  the 
scarcity  of  facilities  prevented  the  vast  major- 
ity of  ESRD  patients  from  entering  a dialysis 
or  transplant  program  and  consequently  their 
chance  for  survival. 

*Director,  State  Renal  Program,  SCDHpC. 

**Deputv  Commissioner  for  Health  Affairs,  SCDHEC. 

2600  Bull  Street,  Columbia,  S.  C.  29201. 


Financial  difficulties  for  patients  were 
greatly  reduced  with  the  implementation  on 
July  1,  1973,  of  the  1972  Social  Security 
Amendments  (Pub.  L.  92-603).  Section  229  I 
of  the  law  extends  Medicare  protection  to 
any  individual  (regardless  of  age)  who  has 
ESRD,  provided  that  the  individual  (or,  if  a 
dependent,  the  person  on  whom  he  is  depen- 
dent) meets  the  minimum  time  requirement 
for  Social  Security  eligibility.  Over  95%  of 
South  Carolina  patients  with  ESRD  meet  this 
requirement. 

However,  the  Social  Security  amendments 
did  not  nearly  alleviate  the  total  financial 
burdens  of  ESRD  treatment  and  consequently 
patients  were  still  subject  to  expenses  beyond 
their  financial  capabilities.  Recognizing  a 
serious  need  for  additional  financial  assis- 
tance for  these  patients,  the  South  Carolina 
State  Legislature  appropriated  funds  for  the 
establishment  of  a State  Renal  Program,  to 
be  administered  by  the  South  Carolina  De- 
partment of  Health  and  Environmental  Con- 
trol (DHEC).  This  program  went  into  effect 
July  1,  1974. 

Prior  to  the  passage  of  the  Social  Security 
Amendments,  proper  facilities  for  the  treat- 
ment of  ESRD  patients  in  South  Carolina 
were  few.  Depending  on  available  funds,  the 
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Dialysis  and  Transplant  Program  at  the  Med- 
ical University  of  South  Carolina  provided 
home  dialysis  training  for  qualified  patients 
and  performed  kidney  transplantations.  Main- 
tenance dialysis  in  facilities  was  limited  to  one 
or  two  patients  at  Self  Memorial  Hospital 
and  Spartanburg  General  Hospital.  The  Vet- 
erans Administration  Hospital  at  Charleston 
provided  home  dialysis  training  for  veterans. 

With  the  passage  of  the  Social  Security 
Amendments,  and  consequently  the  avail- 
ability of  funds  for  patient  care,  the  second 
problem,  lack  of  treatment  facilities,  was 
partly  solved  by  the  law  of  supply  and  demand. 
Within  a year  after  the  effective  date  of  the 
Social  Security  Amendments  (July  1,  1973), 
free  standing  (non-hospital)  dialysis  facilities 
were  established  by  private  medical  corpora- 
tions at  Greenville,  Columbia  and  Charleston. 
These  three  facilities  currently  provide  dialy- 
sis treatments  for  the  vast  majority  of  ESRD 
patients  in  South  Carolina. 

DIALYSIS  - FACILITY  AND  HOME 

Dialysis  is  a process  by  which  dissolved 
substances  are  removed  from  a patient’s  body 
by  diffusion  from  one  fluid  compartment  to 
another  across  a semi-permiable  membrane. 
The  two  types  of  dialyses  which  are  in  com- 
mon clinical  practice  are  hemodialysis  and 
peritoneal  dialysis.  Dialysis  treatments  are 
normally  performed  in  a dialysis  facility  under 
supervision  of  the  facility’s  staff  or  by  the 
patient  in  his  home  without  professional  assis- 
tance. Hemodialysis  is  the  treatment  used 
almost  exclusively  for  in-center  patients  and 
for  the  vast  majority  of  home  dialysis  patients 
in  South  Carolina. 

Facility  dialysis  treatments  are  normally 
given  to  patients  three  times  weekly  and  last 
three  to  six  hours  depending  on  the  type  of 
dialyzer  used  and  on  the  condition  of  the  pa- 
tient. The  primary  advantage  of  treatment  in 
a facility  versus  home  dialysis  is  the  presence 
of  professional  staff  during  the  dialysis  and 
their  immediate  availability  in  the  event  of 
an  emergency.  Also,  the  patient’s  general 
progress  and  physical  well-being  can  be  more 
closely  observed.  At  present  170  patients  are 
being  dialyzed  in  free  standing  facilities  and 
13  patients  are  dialyzed  as  outpatients  in 
hospitals. 

For  home  dialysis  the  patient  is  given  a six- 
week  training  course  in  a self-care  dialysis 


training  facility.  During  the  last  two  or  three 
weeks  of  training  a person  from  the  patient’s 
household,  usually  the  spouse,  will  train  with 
the  patient  and  will  be  the  patient’s  assistant 
during  home  dialysis.  The  patient’s  physical 
well-being  remains  a responsibility  of  the 
physician  and  his  home  training  team  and  a 
close  relationship  is  maintained  through 
periodic  visits. 

One  of  the  major  benefits  of  home  dialysis 
as  compared  to  dialyzing  in  a facility  is  the 
flexibility  afforded  the  patient  in  scheduling 
his  dialysis  treatments.  Although  dialysis  is 
required  three  times  a week,  the  patient  can 
select  the  days  and  the  time  of  day  to  dialyze. 
Reduced  expenses  are  another  advantage  of 
home  dialysis  — cost  of  home  dialysis  treat- 
ments are  roughly  one-third  to  two-thirds 
the  cost  of  dialyzing  in  a facility.  Transporta- 
tion costs  also  can  be  a major  source  of 
savings  for  patients  who  live  long  distances 
from  dialysis  facilities  but  dialyze  at  home.  At 
present  there  are  78  patients  who  are  either 
dialyzing  at  home  or  are  in  home  training  pro- 
grams, including  25  VA  Hospital  patients. 
TRANSPLANTATION 

Kidney  transplantation  is  a process  by 
which  a kidney  is  excised  from  a live  or 
cadaver  donor,  and  surgically  implanted  in  a 
patient.  The  first  kidney  transplantation  in 
South  Carolina  was  performed  at  the  Medical 
University  of  South  Carolina  in  1968.  The 
Medical  University  currently  is  the  only  facil- 
ity in  South  Carolina  performing  kidney  trans- 
plants. 

Because  of  antigenic  compatibility,  a trans- 
planted kidney  from  a living  related  donor 
(parent  or  sibling)  is  statistically  more  likely 
to  succeed  than  a cadaveric  kidney.  However, 
the  success  rate  of  cadaveric  transplants  is 
gradually  increasing,  primarily  as  a result  of 
improved  immunological  matching  techniques 
and  immunosuppressive  therapy.  Kidney 
transplantation  is  often  the  desired  treatment 
modality  for  young  or  middle-aged  patients. 
With  a transplant,  the  patient  does  not  have  to 
spend  regular  hours  each  week  being  dialyzed, 
so  that  his  employment  opportunities  are  often 
better  than  those  of  the  dialysis  patient.  A 
transplanted  kidney  also  performs  certain 
poorly  understood  functions  of  a normal  kid- 
ney, such  as  hemopoietin  production,  that 
cannot  be  duplicated  by  an  artificial  kidney.  A 
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patient  who  requests  a kidney  transplant  nor- 
mally will  receive  dialysis  treatments  at  home 
or  in  a facility  until  a compatible  donor  kid- 
ney is  located.  Major  medical  centers  through- 
out the  Southeast  are  members  of  a transplant 
“network”  with  computer  facilities  that  direct 
the  transplantation  of  an  available  kidney  to 
the  center  that  can  implant  the  kidney  into  a 
patient  who  has  satisfactory  histocompatibil- 
ity with  the  kidney.  If  a transplanted  kidney 
should  fail,  the  patient  temporarily  will  re- 
ceive dialysis  treatments  while  awaiting  a 
second  transplantation.  If  a second  transplant 
should  not  be  desired,  the  patient  will  return 
to  in-center  or  home  dialysis.  At  present, 
there  are  36  patients  with  transplants  in  South 
Carolina,  including  9 VA  Hospital  patients. 
FINANCIAL  CONSIDERATIONS  FOR 
DIALYSIS  AND  TRANSPLANTATION 

The  annual  basic  cost  per  patient  dialyzing 
at  one  of  the  free  standing  dialysis  facilities 
in  South  Carolina,  or  as  an  outpatient  in  a 
hospital,  is  approximately  $23,400.  Three 
dialysis  treatments  are  given  weekly  at  a cost 
of  approximately  $150  per  treatment,  in- 
cluding physician  fees  and  laboratory  fees. 

Home  dialysis  costs  vary  from  approxi- 
mately $7,500  to  $16,000  annually  depending 
primarily  on  the  type  of  equipment  used.  The 
average  annual  cost  for  home  dialysis  for  a 
patient  currently  entering  a program  in  South 
Carolina  is  over  $14,000.  This  figure  is  based 
on  a monthly  average  rental  cost  of  $265  for 
the  kidney  machine,  $800  monthly  for  sup- 
plies and  $135  monthly  for  physician  fees. 
For  homes  requiring  deionization  equipment 
for  the  water  supply,  a monthly  rental 
charge  of  $63.60  is  added  to  the  above. 

Most  of  the  above  costs  are  covered  under 
one  or  more  financial  assistance  programs. 
Medicines,  with  the  exception  of  heparin,  are 
not  included  in  the  above  cost  figures,  nor  are 
they  normally  a reimbursable  item. 

Kidney  transplantation  costs  vary  consid- 
erably according  to  the  needs  of  the  patient. 
An  estimated  average  of  overall  costs  for  a 
transplant  is  approximately  $25,000.  Although 
this  figure  could  be  substantially  exceeded  in 
individual  cases,  transplantation  ultimately  is 
the  most  economical  form  of  treatment  for 
most  ESRD  patients.  Normally  patients 
eligible  for  transplantation  are  selected  from 
those  patients  already  being  dialyzed  at  home 


or  in  a dialysis  facility. 

One  year  after  a satisfactory  transplant,  the 
patient  is  no  longer  eligible  for  Social  Secur- 
ity under  the  ESRD  amendment  and  conse- 
quently loses  his  Medicare  benefits.  If,  at  a 
later  date  the  transplant  fails  and  the  patient 
must  return  to  a dialysis  regimen,  he  must 
reapply  for  Social  Security  to  reinstate  Med- 
icare coverage. 

METHODS  OF  FINANCIAL  ASSISTANCE 

Financial  assistance  available  to  ESRD 
patients  in  South  Carolina  includes:  Med- 

icare, Medicaid,  private  or  group  insurance 
with  major  medical  coverage,  supplemental 
insurance  for  Medicare  eligible  personnel. 
Veterans  Administration  (for  veterans),  and 
the  Department  of  Health  and  Environmental 
Control’s  State  Renal  Program.  South  Caro- 
lina patients  dialyzing  in  approved  facilities 
in  Savannah  and  Augusta,  Georgia,  and  in 
Charlotte,  North  Carolina,  are  covered  under 
the  above  programs  provided  they  meet  the 
same  eligibility  criteria  for  dialyzing  within 
the  State. 

The  Kidney  Foundation  of  South  Carolina 
may  provide  limited  assistance  for  patients  on 
an  individual  basis,  subject  to  available  funds. 

Reimbursement  under  State  and  Federal 
ESRD  programs  is  made  directly  to  the  facil- 
ities rendering  the  services.  Supplies,  kidney 
machine  rentals  and  physician  fees  for  home 
dialysis  patients  are  also  reimbursed  directly 
to  the  supplier  and/or  patient  training  facility. 
If  the  patient  is  a dependent  of  a person  who 
would  meet  eligibility  requirements  under  any 
of  the  above  State  or  Federal  programs,  the 
dependent  is  also  eligible  for  ESRD  funding 
assistance. 

PATIENT  DATA 

At  the  beginning  of  the  State  program  on 
July  1,  1974,  there  were  84  ESRD  patients  in 
South  Carolina.  This  number  increased  to 
263  patients  by  July  1,  1976  (exclusive  of  34 
Charleston  VA  Hospital  patients).  During  the 
above  two-year  period,  239  new  patients  were 
admitted  for  treatment,  53  patients  died.  3 
patients  were  no  longer  classified  as  ESRD 
patients,  and  4 patients  changed  residence 
to  another  state.  Approximately  90%  of  the 
patients  reported  incomes  under  $10,000 
(prior  to  ESRD  status).  Fifty-two  percent 
(52%)  of  the  patients  on  July  1.  1976,  were 
white  (71%  of  the  State’s  population  is  white). 
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and  48%  of  the  patients  were  non-white.  Fifty- 
six  percent  (56%)  ot  the  patients  were  male 
(49%  of  the  State’s  population  is  male)  and 
44%  of  the  patients  were  female. 

SUMMARY 

I he  dialysis  facilities  throughout  South 
Carolina,  as  well  as  those  in  Augusta  and  Sav- 
annah, Georgia  and  in  Charlotte,  North  Caro- 
lina, collectively  offer  a full  range  of  services 
to  ESRD  patients  and  are,  in  general,  within 
reasonable  traveling  distance  to  all  South 
Carolina  patients  except  those  patients  living 
in  the  northeastern  section  of  the  State.  A 
Certificate  of  Need  has  recently  been  ap- 
proved by  the  Department  of  Health  and 
Environmental  Control  for  a dialysis  facility 
in  Florence  and  the  facility  should  be  in  oper- 
ation the  latter  part  of  August,  1976.  Refer- 
ence Chart  Number  1 for  location  of  trans- 


plantation and  dialysis  facilities  utilized  by 
South  Carolina  ESRD  patients  and  approved 
by  the  U.S.  Department  of  Health,  Education 
and  Welfare  for  reimbursement  for  such  ser- 
vices under  current  Social  Security  regula- 
tions. An  ESRD  network  encompassing  South 
Carolina  and  Georgia,  and  a Network  Coor- 
dinating Council  and  Medical  Review  Board 
for  the  Network  are  currently  being  estab- 
lished under  Federal  guidelines. 

With  the  progress  made  in  technology,  the 
availability  of  treatment  facilities  and  as- 
sured financial  assistance  over  the  past 
decade,  patients  no  longer  need  expect  to  face 
an  untimely  and  unpleasant  death  from  End 
Stage  Renal  Disease.  Patients  who  enter  a 
modern  treatment  regimen  have  an  excellent 
chance  for  a prolonged  and  active  life.  □ 


FACILITY 

SC 

TYPE  OF  SERVICE  PATIENT 

- 7/1  /7 

S REMARKS 

Columbia  Dialysis  Center 
Columbia,  S.C. 

Maintenance  Dialysis 

46 

Operates  a 4-bed  dialysis  unit  at 
Richland  Memorial  Hospital 

Dialysis  Clinic,  Inc. 
Charleston,  S.C. 

Maintenance  Dialysis 

45 

Medical  University  of  S.C. 
Charleston,  S.C. 

Transplantation,  Home 
Dialysis  Training,  Acute 
Dialysis 

68 

Provided  transplantation  and  home 
dialysis  training  prior  to 
July  1,  1973. 

Piedmont  Dialysis  Center 
Greenville,  S.C. 

Maintenance  Dialysis 
Home  Dialysis  Training 

62 

Operates  dialysis  units  at  Green- 
ville General,  Greenville  Memor- 
ial and  St.  Francis  Hospitals 

Self  Memorial  Hospital 
Greenwood,  S.C. 

Maintenance  Dialysis 
Acute  Dialysis 

4 

Provided  dialysis  services  prior 
to  July  1 , 1973 . 

Spartanburg  General  Hosp. 
Spartanburg,  S.C. 

Maintenance  Dialysis 
Acute  Dialysis 

3 

Provided  dialysis  services  prior 
to  July  1,  1973. 

Veterans  Administration 
Hospital  - Charleston,  SC 

Home  Dialysis  Training 
Acute  Dialysis 

34 

Provided  home  dialysis  training 
prior  to  7/1/73.  Service  for 
veterans  only. 

Augusta  Dialysis  Center 
Augusta,  Georgia 

Maintenance  Dialysis 

11 

Provided  dialysis  services  prior 
to  July  1,  1973. 

Charlotte  Memorial  Hosp. 
Charlotte,  N.C. 

Maintenance  Dialysis,  Acute 
Dialysis,  Transplantation 

4 

Provided  dialysis  and  transplant 
services  prior  to  July  1,  1973. 

Medical  College  of  Georgia 
Augusta,  Georgia 

Home  Dialysis  Training 
Acute  Dialysis,  Transplan- 
tation 

3 

Provided  dialysis  and  transplant 
services  prior  to  July  1,  1973. 

The  Nalle  Clinic 
Charlotte,  N.C. 

Self  Dialysis,  Maintenance 
Dialysis,  Home  Dialysis 
Training 

16 

Provided  dialysis  services 
prior  to  July  1,  1973. 

(Hilton  Head  Medical  Center 
Hilton  Head,  S.C. 

Maintenance  Dialysis 

0 

Provided  dialysis  services 
prior  to  July  1,  1973. 

Richland  Memorial  Hospital 
Columbia,  S.C. 

Maintenance  Dialysis 
Acute  Dialysis 

0 

Certified  for  maintenance 
dialysis  Jan.  13,  1976. 

St.  Francis  Community  Hosp 
Greenville,  S.C. 

Maintenance  Dialysis 
Acute  Dialysis 

0 

Certified  for  maintenance 
dialysis  Feb.  10,  1976. 

Memorial  Medical  Center 
Savannah,  Georgia 

Maintenance  Dialysis,  Home 
Dialysis  Training,  Acute 
Dialysis 

1 

Provided  dialysis  services 
prior  to  July  1,  1973. 

Total 

297 
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THE  THEORY  OF  DISEASE  AS  AN  ENTITY: 
SOME  RENAISSANCE  ANTECEDENTS 

JOHN  P.  DOLAN* 


Historians  of  medicine  are  in  general  agree- 
ment that  Jerome  Fracastoro’s  work  on  the 
nature  of  Contagious  Disease  (De  Con- 
tageosis  Monbus)  published  in  1546  contains 
the  first  scientific  statement  of  the  true  nature 
of  disease  germs  and  the  transmission  of  in- 
fectious disease.  Yet  in  thus  describing  disease 
as  an  entity  he  was  anticipated  by  two  other 
noted  Renaissance  thinkers,  Nicholas  of  Cusa 
and  Theophrastus  von  Hohenheim  (Paracel- 
sus). All  three  must  bear  at  least  some  re- 
sponsibility in  weakening  the  underpinning  of 
the  humoral  theory  of  disease  which  lingered 
on  until  the  works  of  Koch  and  Pasteur  in  the 
last  century..  Simply  stated,  the  theory,  traced 
to  the  Pythagoreans  and  Hippocrates  and 
given  credibility,  because  of  its  acceptance  by 
Galen,  held  that  all  natural  things  were  com- 
posed of  four  elements  — Earth,  air,  fire,  and 
water  and  all  had  four  qualities  hot,  cold, 
dry,  and  moist.  There  were  four  humors, 
blood  hot  and  moist,  phlegm  cold  and 
moist,  yellow  bile  hot  and  dry,  and  black 
bile  — cold  and  dry.  “For  more  than  1500 
years  the  humoral  theory  remained  the  very 
foundation  of  all  medical  thought,  the  funda- 
mental knowledge  each  doctor  must  under- 
stand before  he  could  practice  medicine 
intelligently.”1 

Fracastoro’s  approach  to  disease  would  seem 
at  face  value  to  have  been  more  chemical  than 
biological.  Yet  he  was  careful  to  distinguish  the 
agents  of  contagion  from  mere  poisons  ad- 
mitting that  the  latter  do  not  “reproduce  them- 
selves.”2 He  points  out  that  fevers  that  are 
caused  by  poisons  though  “deadly  are  not 
pestilent  since  they  are  not  contagious.”3 
Contagion  he  describes  as:  “a  certain  precise 
similar  corruption  which  develops  according 
to  the  substance  and  passes  from  one  to  an- 
other and  is  originally  caused  by  infection  of 
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the  inperceptible  particle.”4 

For  Fracastoro,  there  are  three  basic  types 
of  contagion:  (1)  those  infecting  by  direct  con- 
tact (2)  indirect  contact  with  such  things  as 
clothes,  wooden  objects  which  are  them- 
selves not  corrupted  (3)  those  that  infect  at  a 
distance. 

This  triadic  distinction  was,  of  course,  not 
new.  The  famous  Regimen  Sanitatis  of  Saler- 
mo,  the  standard  work  on  popular  medicine 
during  the  Middle  Ages,5  also  mentions  three 
modes  of  transmital  but  it  fails  to  specify  the 
“semina”  or  seeds. 

There  is  no  doubt  that  his  theory  of  semina- 
ria  contagionis  was  the  first  real  attack  on 
Galen's  view  of  the  pathology  of  pestilent 
fevers  and  that  his  was  the  first  accurate  des- 
cription of  exanthematic  typhus  (lenticular 
fever). 

For  this  reason  alone  he  is  regarded  by  some 
as  the  “father  of  modern  pathology.”6  If  one 
were  to  replace  the  term  contagion  with 
bacterium  he  would  seem  to  anticipate  many 
discoveries  of  modern  bacteriology.7 

Yet  almost  a quarter  of  a century  before  the 
appearance  of  Fracostoro’s1  work  on  Con- 
tagious Diseases  the  enigmatic  Swiss  physi- 
cian, Theophrastes  von  Hohenheim,  called 
Paracelsus,  completed  a work  on  the  nature  of 
disease  that  went  far  beyond  Fracostoro  in 
a frontal  attack  on  the  humoral  theory. 

Walter  Pagel,  who  is  unquestionably  the 
most  respected  authority  on  Paracelsus  in  our 
day,  credits  him  with  the  discovery  of  the 
true  nature  of  disease  insofar  as  he  established 
three  new  doctrines,  namely  (1)  the  external 
cause  is  the  essence  of  the  disease,  (2)  the 
organ  involved  and  the  anatomical  changes 
decide  the  nature  of  the  disease  and  (3)  disease 
consists  of  the  complicated  disturbance  of 
organ  metabolism  which  secondarily  reflects 
on  the  whole  system.8 

It  is  to  the  question  of  Paracelsus’  role  in 
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discovering  the  real  nature  of  disease  to 
which  we  shall  address  ourselves.  Like  other 
controversial  issues,  the  solution  depends 
upon  whether  we  place  our  emphasis  upon  the 
elements  of  similarity  or  of  difference. 

Paracelsus,  according  to  Pagel,  reversed  the 
main  tenet  of  humoral  pathology,  namely 
that  the  sick  individual  determines  the  cause 
and  nature  of  the  disease.  For  Paracelsus,  it 
is  the  individual  disease  that  conditions  the 
patient  and  manifests  itself  in  a characteristic 
picture.  Paracelsus  sees  each  disease  as  en- 
dowed with  a body  and  distributed  through- 
out mankind  in  the  same  way  that  minerals 
are  distributed  throughout  the  earth.  Just  as 
gold  cannot  be  found  everywhere  but  only  in 
certain  places,  so  there  is  a relationship  be- 
tween a given  disease  and  the  place  where  it 
occurs.  This  is  the  “Anatomy  of  Diseases” 
and  from  it  we  learn  which  disease  will  de- 
velop in  a certain  individual  or  group.  One  of 
the  basic  failures  of  humoral  medicine  was 
its  ignorance  of  the  locus  rnorbi,  the  place  of 
the  illness,  hence  the  need  to  study  the  body 
of  disease  rather  than  the  anatomy  of  the  body. 
The  ‘anatomy’  gives  each  individual  his  par- 
ticular disease.  Diseases  are  therefore  en- 
tities, each  in  its  own  right.9 

A further  “anatomy”  of  man  that  causes 
disease  is  the  germ  of  disintegration  that 
increases  the  morbid  disposition  in  man  from 
generation  to  generation.  Man  thus  carries 
in  himself  the  germ  of  disease.  Health  does  not 
really  exist,  but  as  long  as  man  is  healthy  he 
owes  this  to  a latency  of  disease  with  which  he 
is  indissolubly  bound.  In  Pagel’s  view,  Para- 
celsus’ analogy  between  the  cosmos  and  man, 
that  is,  man  as  a microscosmos  also  forms 
the  basis  of  a new  aetiology.  “Diseases  grow  in 
man  as  grass  and  shrubs  grow  from  the  earth.” 
Although  basically  a disturbance  of  the  firma- 
mental  interaction  of  the  organs,  disease  in 
not  endogenous  or  constitutional,  to  engender 
it  a foreign  invader  is  required.  Such  seeds  of 
disease,  notably  minerals,  were  sown  into  the 
earth  by  God  at  the  time  he  regretted  the 
creation  of  man.  They  act  like  a “man  hidden 
in  man”  affecting  the  organ  to  which  they  are 
related  by  a kind  of  predestined  sympathy. 
Paracelsus  does  not,  however,  limit  the  cause 
of  disease  to  the  mineral  world.  The  atmos- 
phere can  also  make  man  ill  by  infection,  i.e. 
the  transmission  of  astral  poison.  The  common 


vector  of  such  exhibitions  of  the  stars  is  the 
vaprous  chaos,  the  air  which  surrounds  us. 

The  general  principles  of  Paracelsus’ 
pathology  Pagel  finds  to  be  best  illustrated  in 
his  doctrine  or  tartar  or  calculus.  From  this 
he  concludes  that  disease  is  a concrete  entity, 
is  exogenous,  and  can  be  defined  in  chemical 
terms. 

Paracelsus  sums  up  his  own  basic  view  of 
diseases  in  the  Prologus  Quartus  of  the  Vol- 
umen  Medicinae  Paramirum  de  medica  in- 
dustria.  I here  are,  he  writes:  “certain  entia, 
active  principles  or  influences,  which  govern 
our  bodies  and  do  violence  to  them.  The  stars 
have  a force  and  efficacy  that  has  power  over 
our  body,  so  that  it  must  always  be  ready  to 
serve  them.  This  virtue  of  the  stars  is  called 
ens  astrorum  and  it  is  the  first  ens  to  which 
we  are  subjected.  The  second  power  that 
governs  us  and  that  inflicts  diseases  upon  us 
is  ens  veneni  or  poison.  Even  if  the  stars  are 
sound  and  have  done  no  injury  to  the  subtle 
body  in  us  this  ens  can  destroy  us;  therein  we 
are  subject  to  it  and  cannot  defend  ourselves 
against  it.  The  third  ens  is  a power  that  injures 
and  weakens  our  body  even  when  the  two 
other  influences  are  beneficient;  it  is  called 
ens  naturale  the  natural  constitution.  If  it 
goes  astray  or  disintegrates,  our  body  becomes 
sick.  From  this  many  other  diseases  indeed  all 
diseases  can  arise,  even  if  the  other  entia  are 
sound.  The  fourth  ens,  the  ens  spirituale 
the  spiritual  entity  — can  destroy  our  bodies 
and  bring  various  diseases  upon  us.  And 
even  if  all  four  entia  are  propitious  to  us  and 
are  sound,  yet  the  fifth  ens,  the  ens  Dei,  can 
make  our  bodies  sick.  Therefore,  none  of  the 
entia  deserves  as  much  attention  as  this  last 
one;  for  by  it  one  can  recognize  the  nature  of 
all  other  diseases.  Yet  one  must  be  aware  that 
the  various  diseases  do  not  come  from  one 
cause,  but  from  five.”10 

Underlying  all  of  his  theories  of  disease, 
however,  is  the  idea  that  God  is  both  the  pri- 
mary and  secondary  cause  — the  Causa 
causarum.”  Because  it  is  God  who  has  given 
us  disease.  He  could,  when  the  time  was 
proper  and  the  limit  of  our  purgatory  had 
come,  take  it  away  from  us  even  without  the 
physician.  If  He  fails  to  do  so,  it  is  only  because 
He  does  not  want  this  to  be  accomplished  with- 
out the  help  of  man.  If  He  works  a miracle. 
He  does  it  only  in  the  human  way  and  through 
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man;  if  He  makes  us  healthy  by  a miracle.  He 
does  it  through  man.  Every  disease  is  a kind 
of  purgatory.  The  physician  should  know  this 
and  bear  it  in  mind,  lest  he  presume  to  de- 
termine in  advance  the  time  of  recovery  or  the 
efficacy  of  his  remedies;  for  this  lies  solely 
in  God’s  hands.  If  Providence  has  decided 
otherwise  than  your  physicians  intend,  you 
will  not  be  able  to  cure  the  patient  by  any 
remedy.  But  if  the  hour  of  Providence  has 
struck,  you  will  succeed  in  curing  him.  Note 
that  if  a patient  comes  to  you  and  recovers 
through  your  remedy,  God  has  sent  him  to 
you;  but  if  he  does  not  recover,  he  was  not 
sent  by  God.  Only  when  the  hour  of  recovery 
strikes  for  the  patient  does  God  send  him  to 
the  physician,  not  before.  God  has  created 
remedies  against  the  diseases,  and  He  has  al- 
so created  the  physician,  but  He  holds  them 
back  until  the  hour  predestined  for  the  pa- 
tient. Only  when  the  time  has  been  fulfilled, 
and  not  before,  does  the  course  of  nature  and 
art  set  it.”12 

In  the  Opus  Paramirum  which  appeared  in 
1531,  Paracelsus  treats  the  origins  of  disease 
in  a more  specific  manner,  namely  as  derived 
from  the  corruptive  effects  of  mercury,  salt 
and  sulfur  in  the  microcosm.  “The  physician 
should  be  cognizant  of  the  fact  that  there  are 
three  invisible  substances  which  by  reason  of 
coagulation  form  the  physical  body  of  man  and 
which  are  symbolized  by  sulphur,  mercury  and 
salt.”13 

Thus  far  we  have  considered  the  argument  of 
those  wishing  to  adapt  Paracelsus’  theories  to 
those  of  modern  scientific  views  of  disease. 
Now  we  would  like  to  direct  a few  remarks  to 
the  possible  sources  of  Hohenheim’s  medical 
philosophy.  That  it  is  based  upon  a total  con- 
cept of  the  universe  that  is  Christian 
cannot  be  doubted.  Nor  can  it  be  denied  that 
he  reveals  a dependence  upon  Ficino  and 
Mirandola  with  the  former  insofar  as  they 
share,  according  to  Strebel  — “a  common  re- 
jection of  astral  influences.”14 

Gnosticism  has  also  been  pointed  out  as 
forming  one  of  the  basic  principles  of  Para- 
celsus namely  “vitalistic  monism.”15  It  is 
Jewish  Gnostic  influence  that  is  the  source  of 
Paracelsus’  speculations  on  the  “Homun- 
culus.”16 The  Catalonian  Dominican,  Ramon 
Lull,  is  also  cited  as  a possible  influence  es- 
pecially in  his  theory  of  the  elements.  Arnold  of 


Villanova  and  Rupescussa,  especially  the 
latter’s  apparent  rejection  of  Galenic  humora- 
lism,  are  frequently  mentioned.18  Hans  Fischer 
finds  Cosmological  Anthropology  to  be  the 
basis  of  Paracelsus’  medicine.19 

We  should  like  to  mention  one  other  pos- 
sible source  of  Hohenheim’s  medical  philos- 
ophy, the  writings  of  Nicholas  of  Cusa,  Car- 
dinal and  Bishop  of  Bixen  in  the  Tyrol,  an 
Alpinist  like  Paracelsus.  Cusa’s  role  in  the  his- 
tory of  medicine  has  only  recently  been  appre- 
ciated. Rudolf  Creutz  of  the  Heidelberg  Aca- 
demy of  Science  regards  him  as  having  laid  the 
foundation  for  many  scientific  medical  theories 
that  were  not  implemented  until  the  twentieth 
century,  especially  in  the  area  of  Sphygmology 
and  Spirometry.20  His  emphasis  upon  weight 
and  measurement  quantity  rather  than  qual- 
ity place  him  in  the  camp  of  the  anti-humora- 
lists. 

That  Paracelsus  was  familiar  with  Cusa’s 
works  can  be  assumed  from  his  association 
with  Johannes  Trithemus,  the  Benedictine 
abbot  of  Spandheim,  an  early  biographer  of 
the  Bishop  of  Brixen  in  the  Tyrol.  His  Opera 
published  by  Staupulensis  in  Paris  in  1514 
were  easily  available  to  Paracelsus.  The  fact 
that  Cusa  is  not  mentioned  in  his  works  is  not 
inconsistent  with  the  practice  of  Paracelsus 
who,  eclectic  that  he  was,  often  claimed  an 
originality  not  warranted. 

As  we  have  seen,  the  notion  that  man  is  a 
microcosm  is  a theme  that  runs  through  all  of 
Paracelsus’  works.  Cusa  writes  in  the  De  Docta 
Ignorantia  that:  “human  nature  contains  in 
itself  both  the  intellectual  and  sensible  natures, 
therefore  embracing  within  itself  all  things. 
Therefore  with  good  reason  man  was  called 
by  the  ancients  a microcosm  or  world  in  minia- 
ture.”21 In  the  De  Ludo  Cusa,  he  writes:  “We 
cannot  deny  that  man  is  called  the  microcosm, 
that  is  a little  world.”22  The  universe  is  mir- 
rored in  every  part  and  this  is  true  analogously 
of  man  who  is  the  little  universe  of  the  world. 
For  Cusa  as  for  Paracelsus,  man  fornjs  a kind 
of  middle  world  situated  between  the  spir- 
itual and  the  material  the  visible  and  the  in- 
visible. Paracelsus  tells  us  “Heaven  is  man  and 
man  is  heaven  and  all  men  together  are  the  one 
heaven.”23 

In  his  work  De  Moribus  Ament ium,  Para- 
celsus talks  of  death  in  the  following  manner: 
“The  first  separation,  with  which  we  must  be- 
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gin  starts  with  man:  he  is  called  a microcosm 
that  is  to  say,  the  Little  World.  For  his  sake, 
the  macrocosm  the  Great  World  — was 
created,  and  it  is  man  who  establishes  separa- 
tions within  the  macrocosm.  But  the  final  sep- 
aration of  the  microcosm,  man,  takes  place  in 
death.  For  in  death  the  two  bodies  of  man  sep- 
arate from  each  other  — the  divine  from  the 
earthly  that  is  to  say,  the  eternal  from  the  ele- 
mental body.”24 

The  Coincidence  of  Opposites  which  forms 
the  central  truth  of  Cusa’s  system  has  its 
echoes  also  in  the  works  of  Paracelsus.  In  a 
universe  of  contradiction  there  had  to  be  some 
area  where  contradictions  merge  into  a larger 
truth.  He  writes  of  Disease:  “There  where 
diseases  arise,  there  also  one  can  f ind  the 
roots  of  health.  For  health  must  grow  from  the 
same  root  as  disease  and  wherever  health 
goes  so  also  must  disease  go.”25  Man  has  re- 
ceived from  nature  both  the  destroyer  and  the 
preserver  of  health.”26 

Cusa’s  new  cosmology,  his  doctrine  that  the 
universe  is  beyond  measure  — is  infinite  and 
has  no  center,  we  find  also  reflected  in  Para- 
celsus who  writes:  “If  you  attempted  to  ex- 
plore the  mathematics  of  heaven  you  would 
find  nothing  that  could  be  measured.  For 
heaven  has  no  beginning  and  no  end  and  no 
one  knows  the  middle.”27 

Here  also  the  Docta  Ignorantia  of  Cusa 
breaks  through,  the  conviction  that  knowledge 
begins  with  the  realization  that  man  knows 
nothing.  “Though  he  may  stand  in  the  light 
of  eternity  he  can  only  know  that  he  does 
not  know  the  beginning  and  end  of  things.”28 

More  specific  dependence  upon  Cusa  can  be 
traced  to  one  of  the  Cardinal’s  most  scientific 
works  the  De  Staticis  Experiments  which  he 
wrote  in  1450.  Here  a number  of  Paracelsian 
theories  are  in  evidence.  The  association  of 
various  diseases  with  different  localities  can 
be  cited  in  this  respect,  the  geography  of  dis- 
ease in  other  words.  Paracelsus  tells  us  that 
diseases  migrate  throughout  the  world  and  that 
travel  is  essential  if  their  varieties  are  to  be 
recognized.29  In  Cusa’s  work  On  Weights,  we 
read  the  suggestion  that  tables  or  tabulations 
should  be  established  to  determine  the  com- 
parative weights  of  blood  and  urine  in  the 
people  of  different  regions.30  For  Cusa  differ- 
ent nations,  regions  and  times  present  different 
aspects  of  disease.  Different  climates  are  impor- 


tant in  establishing  a standard  means  for  deter- 
mining health.31  For  Cusa  also  mathematics 
and  measurements  were  crucial  to  true 
scientific  knowledge.  During  his  lectures  on 
pharmacy  at  Basel  in  the  summer  of  1537, 
Paracelsus  remarks:  “If  we  would  obey  nature 
in  essence  all  things  must  stand  in  their  order 
according  to  number,  weight,  measure  and  re- 
volution. The  measure  must  nowhere  be  ex- 
ceeded. One  should  know  that  he  must  distrib- 
ute, prescribe  and  weigh  all  things  in  such  a 
way  that  nature  should  not  be  burdened  too 
much  on  one  side  or  too  little  on  the  other.”32 
It  is  above  all  in  a shift  from  a qualitative  to 
a quantitative  evaluation  of  disease  that  the 
influence  of  Cusa  is  discernible.  Paracelsus’ 
rejection  of  the  humoral  theory  of  disease  was 
in  may  ways  a turn  from  “qualitas”  to“quan- 
titas.”  Cusa,  in  his  work  on  statistics,  states 
that  if  one  were  to  measure  the  pulse  rate  and 
the  urine  in  a sick  individual  in  terms  of  wight, 
a certitude  would  be  obtained  superior  to  that 
based  upon  touch  or  color.33  Hence,  the  notion 
of  disease  as  a distinct  entity  can  be  based 
upon  its  relative  weight. 

The  thought  of  Cusa  was  dominated  by  the 
idea  of  unity  as  a harmonious  synthesis  of 
Differences.  Both  Cusa  and  Paracelsus  are 
deeply  concerned  with  unity  in  diversity. 
Paracelsus  writes  in  Die  Prognostikation: 
“There  is  one  single  number  that  should  deter- 
mine our  life  on  earth  and  this  is  One.  Let  us 
count  no  further.  It  is  true  that  the  Godhead  is 
Th  ree  but  the  Three  is  again  comprised  in  One. 
And  because  God  transforms  himself  into  One, 
we  men  on  earth  must  also  strive  for  the  one, 
devote  ourselves  to  it  and  live  in  it.”34 

One  of  Cusa’s  most  popular  works  was  a 
book  entitled  De  Conjecturis  — on  conjecture. 
A great  deal  of  what  has  been  written  about 
Paracelsus  and  of  what  we  have  said  here  is 
unquestionably  conjectural.  There  is  one  area 
however  where  his  pioneering  efforts  leave  no 
doubt  as  to  originality,  namely  his  Perigrinatio 
pro  Medicina  — his  traveling  for  medicine.  His 
travels  to  Turkey,  to  Russia,  to  Sweden,  to 
Ireland,  to  Italy,  to  Croatia,  to  France,  and 
England  certainly  make  him  the  prototype  of 
the  modern  American  physician.  □ 

A list  of  references  cited  is  available  from  the 
author. 
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The  Mid-Winter  Meeting  of  the  SCMA  House  of  Delegates  was  the  most  successful  held  to 
date.  Held  in  Columbia,  South  Carolina  at  the  Quality  Inn,  there  were  a total  of  1 14  registered 
attendants,  of  whom  94  were  delegates.  We  heard  28  committee  reports  and  considered  12 
Resolutions.  The  Reference  Committee  members  worked  long  and  diligently. 

As  your  President,  1 appeared  before  the  House  and  suggested  the  following  charges: 

1.  To  the  Legislative  Committee,  Chaired  by  Dr.  Strother  Pope:  (a)  Prepare  and  prefile  appro- 
priate legislation  on  professional  liability,  (b)  Prepare  appropriate  legislation  to  make  more  severe 
the  penalty  of  the  convicted  hard  drug  pusher,  (c)  Prepare  appropriate  legislation  on  the  “living 
will”  or  the  “right  to  die.”  (e)  Study  the  civil  procedure  acts  in  our  code  to  see  if  they  offer  a 
quicker  and  less  costly  alternative  to  countersuing  patients  who  file  unfounded  lawsuits. 

2.  To  the  Committee  on  Constitution  and  By-Laws,  chaired  by  Dr.  John  C.  Beard:  Keep  under 
continuous  study  our  Constitution  and  By-Laws,  keeping  them  current  with  the  changing  times. 

3.  To  the  Ad  Hoc  Committee  on  Relationships  with  DHEC,  chaired  by  Dr.  Harrison  Peeples: 
Continue  to  define  private  health  and  public  health  to  delineate  areas  of  responsibility  of  each. 

4.  To  the  Committee  on  Emergency  Medical  Services,  chaired  by  Dr.  Henry  Frierson:  Accept 
Dr.  William  H.  K nisely’s  charge  to  Council  that  we  give  consideration  to  our  response  to  a massive 
catastrophe  such  as  an  earthquake  in  the  Charleston  area. 

5.  To  the  Long  Range  Planning  Committee,  chaired  by  Dr.  Arthur  Dreskin:  Study  the  organi- 
zational structure  and  committee  structore  of  SCMA  and  make  appropriate  recommendations. 

6.  To  the  Membership  Committee,  chaired  by  Dr.  Waitus  Tanner:  Develop  a strong  member- 
ship campaign  in  January,  with  a single  goal  of  every  licensed  physician  in  S.  C.  a member  of 
SCMA. 

7.  To  the  Committee  on  Physician  Owned  Insurance  Companies,  chaired  by  Dr.  Waitus  Tanner: 
(a)  Continue  to  investigate  the  feasibility  of  a physician  owned  mutual  liability  insurance  company 
to  replace  the  JUA.  (b)  Continue  to  investigate  the  feasibility  of  a licensed  insurance  agency  owned 
by  SCMA  to  market  our  professional  liability  insurance  and  other  forms  of  group  insurance. 

8.  To  the  Committee  on  Re-Districting,  chaired  by  Dr.  Guy  Castles:  Continue  your  charge  on 
studying  the  re-districting  of  our  medical  Districts. 

9.  To  the  Committee  on  Medical  Education,  chaired  by  Dr.  Vince  Moseley:  Continue  your 

activities  with  continuing  education  as  you  have  so  well  in  the  past.  Attendance  at  the  accredited 
programs  may  become  mandatory  in  the  near  future  for  relicensure. 

10.  To  the  Committee  on  Rural  Health  Delivery,  chaired  by  Dr.  Donald  Kilgore:  Continue  to 
work  on  your  charge  of  providing  physicians  to  the  rural  areas  and  the  recruitment/referral  system. 

11.  To  the  Blue  Cross-Blue  Shield  Peer  Review  Committee,  chaired  by  Dr.  Hoyt  Bodie:  Con- 
tinue your  activities  as  defined.  Your  Committee  is  an  excellent  means  of  communication  between 
the  insurance  industry  and  SCMA.  You  do  not  “have  a thankless  job,”  for  I and  the  SCMA  thank 
you  and  we  appreciate  what  you  are  doing  for  all  of  us. 

12.  To  the  members  of  SCMA:  Continue  to  provide  the  finest  medical  care  to  the  citizens  of 
S.  C.,  pursue  your  continuing  education  and  participate  in  the  affairs  of  your  Association  so  that 
all  may  say:  “This  is  the  finest  organization  I know.” 

The  actions  of  the  House  of  Delegates  and  the  spirit  which  pervaded  the  meetings  exemplify 
the  direction  in  which  your  SCMA  is  headed.  We  look  forward  to  the  years  ahead  with  optimism 
and  encouragement. 


December,  1976 


Sincerely, 

J.  D.  Gilland,  M.D.,  President 
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Famous  Fighters 


NEOSPORIN  Ointment 

(polymyxin  B-bacitracin-neomycin) 

is  a famous  fighter,  too. 


Provides  overlapping,  broad-spectrum  antibacterial  action  to  help  combat 
infection  caused  by  common  susceptible  pathogens  (including  staph  and  strep). 


Each  gram  contains:  Aerosporin®  brand  Polymyxin  B Sulfate  5,000  units;  zinc 
bacitracin  400  units;  neomycin  sulfate  5 mg  (equivalent  to  3.5  mg  neomycin  base); 
special  white  petrolatum  qs  in  tubes  of  1 oz  and  1/2  oz  and  1/32  oz  (approx.) 
foil  packets. 

INDICATIONS:  Therapeutically  (as  an  adjunct  to  systemic  therapy  when  indicated) 
for  topical  infections,  primary  or  secondary,  due  to  susceptible  organisms,  as  in: 
• infected  burns,  skin  grafts,  surgical  incisions,  otitis  externa  • primary 
pyodermas  (impetigo,  ecthyma,  sycosis  vulgaris,  paronychia)  • secondarily 
infected  dermatoses  (eczema,  herpes,  and  seborrheic  dermatitis)  • traumatic 
lesions,  inflamed  or  suppurating  as  a result  of  bacterial  infection 
Prophylactically,  the  ointment  may  be  used  to  prevent  bacterial  contamination  in 
burns,  skin  grafts,  incisions,  and  other  clean  lesions.  For  abrasions,  minor  cuts 
and  wounds  accidentally  incurred,  its  use  may  prevent  the  development  of  infec- 
tion and  permit  wound  healing.  CONTRAINDICATIONS:  Not  for  use  in  the  eyes  or 
external  ear  canal  if  the  eardrum  is  perforated.  This  product  is  contraindicated  in 
those  individuals  who  have  shown  hypersensitivity  to  any  of  the  components 
WARNING:  Because  of  the  potential  hazard  of  nephrotoxicity  and  ototoxicity  due  to 


neomycin,  care  should  be  exercised  when  using  this  product  in  treating  extensive 
burns,  trophic  ulceration  and  other  extensive  conditions  where  absorption  of 
neomycin  is  possible.  In  burns  where  more  than  20  percent  of  the  body  surface  is 
affected,  especially  if  the  patient  has  impaired  renal  function  or  is  receiving  other 
aminoglycoside  antibiotics  concurrently,  not  more  than  one  application  a day  is 
recommended.  PRECAUTIONS:  As  with  other  antibacterial  preparations,  prolonged 
use  may  result  in  overgrowth  of  nonsusceptible  organisms,  including  fungi 
Appropriate  measures  should  be  taken  if  this  occurs.  ADVERSE  REACTIONS: 
Neomycin  is  a not  uncommon  cutaneous  sensitizer.  Articles  in  the  current  litera- 
ture indicate  an  increase  in  the  prevalence  of  persons  allergic  to  neomycin.  Oto- 
toxicity and  nephrotoxicity  have  been  reported  (see  Warning  section). 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 
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Wellcome 


Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 


KIMBROUGH  RESIGNS  AS  MEETING  ANNOUNCEMENTS 

EDITOR  OF  THE  SCMA 

JOURNAL 


Edward  E.  Kimbrough,  M.D.,  has  resigned 
as  Editor  of  the  Journal  of  the  South  Carolina 
Medical  Association  effective  December  31, 
1976.  Council,  in  reading  Dr.  Kimbrough’s 
resignation  at  a meeting  on  November  6,  ac- 
cepted his  decision  with  regret. 

Joseph  E Waring,  M.D.,  Editor  Emeritus  of 
the  Journal,  was  contacted  and  has  furnished 
us  with  the  following  comments: 

“When  the  place  of  the  Editor  of  the  Jour- 
nal was  vacated  a little  over  four  years  ago, 
the  guiding  hand  of  Edward  E.  Kimbrough, 
M.D.,  took  over  the  operation  of  accomplishing 
a smooth  transition  and  an  able  continuation  of 
publication. 

With  the  backlog  of  experience  as  Editor  of 
the  Recorder  of  the  Columbia  Medical  So- 
ciety, the  new  man  in  charge  has  pursued  his 
bent  successfully  over  his  time  of  tenure,  and 
has  given  the  Association  a proper  representa- 
tion in  the  medical  journalistic  field. 

Those  of  our  members  who  are  aware  of  the 
sometimes  insurmountable  tribulations  of  an 
Editor  can  be  appreciative  of  the  production 
which  our  recent  incumbent  has  made,  and 
look  forwared  to  similar  effectiveness  in  his 
successor.” 

From  the  SCMA  Journal  staff  and  the  en- 
tire membership  of  our  Association  a sin- 
cere “Thank  you”  to  Dr.  Kimbrough  for  his 
efforts  on  our  behalf. 


HAPPY  HOLIDAYS 

Merry  Christmas  and  Happy  New  Year  to 
all  from  Editors  and  Staff  of  the  Journal  of 
the  South  Carolina  Medical  Association. 

EEK 


The  American  Association  of  Ophthalmol- 
ogy announces  a series  of  workshops  on  prac- 
tice management  to  be  held  throughout  the 
United  States.  The  dates  and  locations  are 
as  follows: 

February  4-5,  1977,  Scottsdale.  Hilton 
February  11-12,  1977,  Chicago,  Drake 
February  18-19.  1977.  Atlanta,  Hyatt  Regency 
February  25-26,  1977,  Dallas,  Fairmont 
March  4-5,  1977,  San  Francisco,  Hyatt  Union 
Square 

March  18-19,  1977,  New  York,  Americana 

The  workshops  receive  the  AMA  Physician 
Recognition  Award  - 14  hours  - Category  11. 
Further  information  can  be  obtained  from  the 
American  Association  of  Ophthalmology, 
1100  17th  Street,  N.W.,  Washington,  D.  C. 
20036. 

* 

Brookdale  Hospital  Medical  Center  and 
the  New  York  University  Post-Graduate 
Medical  School  will  offer  a postgraduate 
course  “Controversies  in  Urology,”  January 
16,  1977  under  the  direction  of  Dr.  Sandor  H. 
Wax.  Tuition  is  $50,  and  this  CME  offering 
meets  the  criteria  for  credit  in  Category  I 
for  the  Physician’s  Recognition  Award.  For 
more  details,  write  Dr.  William  Mackler, 
Brookdale  Hospital  Medical  Center,  Linden 
Boulevard  and  Brookdale  Plaza,  Brooklyn, 
New  York  11211. 

* 

The  Alton  Ochsner  Medical  Foundation 
announces  two  Postgraduate  Courses  as  fol- 
lows: “Small  Intestine  and  Colon:  An  Update,” 
to  be  held  January  20-22,  1977  at  the  Ochsner 
Medical  Institutions  Monroe  Hall.  Registra- 
tion fee  is  $125.00.  “Vascular  Surgery  - 
Updated,”  to  be  held  February  3-5,  1977,  at 
the  same  location  and  for  the  same  fee.  Infor- 
mation can  be  obtained  from:  Continuing 

( Continued  on  page  489) 
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AUXILIARY  PRESIDENT’S  PAGE 


Mrs.  Margaret  B.  Rittenbury  is  reporting 
to  us  this  month  on  Parents  Anonymous. 

Margaret  Ellen  Cline 


PARENTS  ANONYMOUS  SEMINAR 


The  Charleston  Branch  of  the  South  Caro- 
lina Medical  Association  Auxiliary  sponsored 
a seminar  on  Parents  Anonymous  on  Wednes- 
day, October  27,  1976. 

“Parents  Anonymous  is  an  organization  of 
parents  who  are  learning  to  overcome  abusive 
tendencies.  By  helping  each  other,  we  help 
ourselves.  P.  A.  members  can  really  under- 
stand your  problems.  We  know  you  don’t 
want  to  abuse  or  neglect  your  child.  We  care 
about  you  and  we  want  to  help.” 

Charlotte  Fairey,  Co-chairman,  and  I be- 
came interested  in  this  organization  when  we 
were  told  about  it  by  one  of  its  directors,  Mr. 
Terry  Payne.  From  his  discussion  of  its  be- 
ginnings, aims,  and  progress  we  felt  it  was 
truely  worthwhile  to  help  make  its  availability 
better  known  to  the  community.  We  viewed 
the  project  as  being  partly  preventive  of  child 
abuse  as  well  as  offering  help  and  hope  to 
those  parents  already  caught  up  in  the  terrible 
throes  of  child  abuse. 

The  keynote  speaker  was  Mrs.  Kathy  Jonas, 
Southeastern  Co-ordinator  for  the  national 
organization  of  Parents  Anonymous.  She  was 
an  abused  child,  in  turn  an  abusive  parent,  and 
then  a parent  who  found  help  and  rehabilita- 
tion through  Parents  Anonymous. 

Dr.  Stuart  Fevi,  Department  of  Pediatrics 
of  the  Medical  University  of  South  Carolina, 


spoke  on  the  problems  involved  in  reporting 
abusive  parents.  Mrs.  Nancy  Worley,  Super- 
visor of  Protective  Services,  Department  of 
Social  Services,  spoke  on  that  department’s 
role  when  a case  of  abuse  and  neglect  is  re- 
ported. The  last  speakers  were  Mrs.  Tina 
Grant  and  Mr.  Terry  Payne,  leaders  in  the 
local  chapter.  They  discussed  the  progress 
made  by  this  chapter  in  the  local  program. 

Approximately  one  hundred  persons  at- 
tended the  seminar.  Among  these  were  nurses 
and  students  representing  all  of  the  local 
hospitals;  guidance  counselors  from  fourteen 
middle  and  high  schools;  representatives  of 
the  Departments  of  Social  Services  from 
Charleston  County,  Berkeley  County,  and  the 
State;  representatives  from  several  local 
health  agencies;  and  representatives  from 
affiliated  groups  and  agencies  such  as  Hot 
Fine,  Charleston  Youth  Bureau,  the  Junior 
Feague,  and  the  Juvenile  Division  of  the  Po- 
lice Department. 

In  sponsoring  this  seminar  the  Auxiliary 
hopes  in  some  small  way  that  we  made  pro- 
gress in  the  recognition  of  the  need  for  help 
for  the  abusive  parent  and,  in  turn,  help  for  the 
abused  child. 

Margaret  B.  Rittenbury 

Co-Chairman. 
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REPORT  OF  THE  FOURTH  ANNUAL  MID-WINTER 
HOUSE  OF  DELEGATES  MEETING 


The  South  Carolina  Medical  Association 
House  of  Delegates,  Council,  and  nine 
Standing  Committees  met  to  conduct  the 
fourth  annual  Mid- Winter  Conference  of  the 
SCMA  on  November  6 and  7,  1976.  In  atten- 
dance were  1 14  physicians,  94  of  whom  were 
voting  members  of  the  House  of  Delegates. 

SCMA  leadership  described  the  meeting  as 
the  most  successful  in  the  series  of  Mid- 
Winter  conferences  yet  to  be  held.  A total  of 
28  committee  reports  were  studied  by  the 
House,  together  with  twelve  separate  Re- 
solutions. 

In  resulting  House  actions,  a total  of  54 
separate  recommendations  were  voted  on  bv 
the  House  and  action  taken. 

In  its  actions,  the  House  voted  unanimous 
commendation  of  Dr.  J.  Ernest  Lathem  for  the 
clarity  and  conciseness  of  the  financial  reports 
presented  to  the  House,  and  voted,  by  an  over- 
whelming majority  with  only  seven  delegates 
opposing,  the  Council’s  request  that  the  1977 
dues  be  raised  from  $120.00  to  $220.00 
effective  January  1,  1977. 

The  House  also  voted  unanimous  commen- 
dation to  the  Council  for  its  efforts  to  establish 
a Specialty  Society  Advisory  Commission  and 
to  cooperate  with  the  AMA  to  conduct  an 
organizational  survey  of  the  SCMA. 

The  House  commended  the  Chairman  of 
Council  for  his  efforts  on  behalf  of  the  prac- 
ticing physicians  in  opposing  the  premium  in- 
crease requested  by  the  JUA  for  professional 
liability  insurance  for  physicians. 

The  House  also  heard  a report  by  Dr.  Rod- 
erick MacDonald,  the  new  Dean  of  the  USC 
School  of  Medicine  in  Columbia.  He  reported 


the  continued  organizational  plans  for  esta- 
blishing a second  medical  school,  and  indicated 
a sincere  desire  to  cooperate  with  practicing 
physicians. 

Doctors  William  Kniseley  and  Marcus  New- 
berry also  appeared  before  the  House  to  dis- 
cuss detailed  changes  in  the  admissions  pro- 
cedures at  the  Medical  University  in  Charles- 
ton and  to  present  details  of  the  effect  of 
current  budget  restructions  on  the  growth  and 
expansion  plans  of  the  Medical  University. 

The  House  unanimously  commended  the 
Rural  Health  Delivery  Committee  for  its 
action  in  attempting  to  recruit  physicians  for 
underserved  rural  areas  of  the  state  and  also 
commended  the  Ad  Hoc  Committee  on  Rela- 
tionships with  DHEC  for  the  committee’s 
efforts  to  delineate  the  boundaries  of  public 
health  activities  as  compared  to  the  areas  of 
responsibility  of  the  private  practice  sector  of 
health  care. 

The  President,  J.  D.  Gilland,  M.D.,  in  his 
President’s  Report  to  theHouse,  presented  a 
number  of  charges  to  various  committees  in- 
cluding to  the  membership  of  SCMA:  “Con- 
tinue to  provide  the  finest  medical  care  to  the 
citizens  of  South  Carolina,  pursue  your  con- 
tinuing education,  and  participate  in  the 
affairs  of  your  Association  so  that  all  may  say: 
“This  is  the  finest  organization  I know.” 

The  House,  on  Sunday,  heard  a message  of 
inspiration  to  all  persons,  delivered  by  Dr. 
Ray  Ramage  of  Greenville. 

Additional  details  of  the  House  and  Council 
actions  have  been  distributed  in  the  November 
issue  of  the  SCMA  Newsletter,  as  well  as  in 
the  President’s  Page  in  this  issue  of  the  Journal. 
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